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By W. R. Daxry, M.D., B.S., F.R.C.P., Obstetric Physician, St. 
George’s Hospital; Physician, General Lying-in Hospital. 


THE mutual reactions of fibroid tumours of the uterus and child- 
bearing are considered by authors dealing with these subjects more 
commonly from the point of view of how the course of pregnancy, 
labour, and the lying-in period is affected by the fibroid than from 
that of how the fibroid is affected by the processes of child-bearing. 
This is natural, for abnormalities in labour or in either of the other 
two divisions of the process are often conditions of urgency, and 
necessitate operations which can be compactly put on record as 
completed events, whereas the results to the fibroid are often not at 
all striking. It is, however, important that the behaviour of fibroids 
in this connection should be carefully studied, so that a knowledge of 
the modifications in their life-history which may be expected to be 
produced by the presence of an ovum, may be founded on facts and 
be of value in forming the prognosis of any case, and in deciding upon 
the best line of treatment. For this purpose it is necessary, except in 
instances where some acute change in the tumour takes place, to 
have a patient under observation for a somewhat long period; in 
the case of hospital patients this is not, as a rule, easy, and the 
opportunities of one individual are too few for him to do more than 
add a small contribution to our knowledge on the subject. 

Speaking in general terms, it may be said that the fibroid shares 
in the changes which affect the uterine muscle while this is 
developing in pregnancy, and also while it is undergoing involution. 
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This statement may in certain cases comprise all that is to be 
said; but often the tumour comes under other influences, very 
commonly mechanical, which considerably modify the simple lines 
of this course. Very much depends on its relation to the uterine 
wall—whether it grows on the inner or outer surface, or is 
interstitial, and whether it lies at a level above or below that of the 
pelvic brim. 

The circulation of blood and lymph in and around the tumour 
may be interfered with by many conditions, such as the torsion of 
the pedicle of a subperitoneal growth, or more often the compression 
of an interstitial tumour during labour, between the fetus and the 
pelvic wall; or by the sudden change from the copious blood-supply 
of pregnancy to the starvation brought about during and after labour 
by the contraction of the blood-vessels of the uterus in general, by 
thrombosis and by the compression of the vessels in the capsule of 
the tumour caused by uterine retraction. 

It will be most convenient to consider the subject under the 
headings of Pregnancy, of Labour, and of the Lying-in period 
respectively. 


PREGNANCY. 


Nutritive Changes: Growth. It is a matter of common observa- 
tion that fibroids grow in pregnancy in practically all cases. The 
rate of growth varies from the smallest perceptible amount to the 
degree reached in tumours described as having increased from the size 
of a fist in the second or third month, to one which at the sixth month 
caused the uterus to be as large as it should be normally at term. I 
have had the opportunity of watching a patient who before she 
became pregnant had no recognisable tumour; but who, before she 
reached the end of her pregnancy, had a mass measuring 7 inches in 
length by 44 inches in breadth, and feeling to be 3 or 4 inches in 
thickness, as it lay between the back of the child and the examining 
hand. 

It appears doubtful whether the growth is most active in the 
earlier or the later months. Von Strauch! is of decided opinion that 
the first three or four months are the most important period in this 
respect, and he considers that this is due to the blood-supply being 
suddenly increased beyond the needs of the ovum. In the later 
months his experience is that the tumour does not grow as a rule— 
indeed, in some cases he has seen it shrink—and he ascribes 
this to the appropriation by the fetus of the greater part of the 
nutrient material of the uterine blood. Other authors do not 
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entirely agree with this statement as to time. It is an important 
matter, for if we could assume with certainty that a fibroid would not 
grow after, say, the fifth month, we could decide what course to 
pursue in the case of a tumour which by the end of that month had 
reached a large size, but still not a size which would endanger either 
the woman’s life or the successful termination of pregnancy. But we 
cannot assume this with safety, and the possibility of further increase 


in the tumour must be a weighty argument in deciding the line of 
treatment to adopt. 


In some cases, probably in most, the growth is mainly a true 
hypertrophy, of similar nature to that which is undertaken by the 
proper muscle of the uterus: in others the increase in size is due to 
edema. In the former class the hypertrophy of the myoma cells is 
more marked than that of the proper muscle cells. Doran? has dealt 
with this change in a paper in the Obstetrical Transactions, where he 
gives two drawings illustrating the hypertrophy, and the relations of 
the connective tissue in the tumour to the muscle cells. He says that 
“The proportion between the muscle-cells in the normal tissue and 
in the new growth was maintained in this case, that is to say, the 
myoma cells were larger than the uterine tissue cells, as in non- 
pregnant cases.” Doléris* states that the commonest form of 
enlargement is by increase in the connective tissue, with sometimes 
myxomatous changes, but his view is not that of other observers. 
Doran’s case was one of pure myoma, but fibro-myomata undergo 
similar changes as regards their muscle cells. 


(Edema. Fibroids, whether interstitial, subserous, or submucous, 
are frequently found to become cedematous during pregnancy; and, 
further, there may be spaces in the tissue filled with serum, or in 
some cases with brownish fluid containing red corpuscles and lymph- 
cells (Kaltenbach‘). In a few instances, Doléris has found extra- 
vasations of blood in the tumour. He says that where this occurs 
there is a good deal of pain, especially if the affected areas go on to 
suppuration, but that mere edema, however rapidly it develops, 
gives rise to no pain. 

The softening brought about by the edema is a very fortunate 
happening, for a tumour situated in the pelvic cavity is by this 
change able to adapt itself during labour to what available space 
there may be, and thus allow a living child to be born where there 


seemed to be no chance of the head being able to get past the 
obstruction. 


Necrosis. It is very rare for necrosis of the tumour to take place 
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during pregnancy, but cases in which the tumour was breaking 
down in the centre are described by Mackenrodt,®> and by 
Hammarschlag.® 

Peritonitic Adhesions: Hamorrhage. The peritoneum over 
fibroids sometimes becomes inflamed during pregnancy, just as it 
may in the non-pregnant condition, and more or less firm adhesions 
are formed. Such adhesions may prevent the ascent of the uterus, 
and if they occur in connection with a tumour in the pelvic cavity 
may cause incarceration and abortion; or if, as sometimes happens, 
the uterus with the tumour rights itself suddenly, there may be 
dangerous intraperitoneal hemorrhage. Von Strauch seems to 
consider this alarming result of ruptured adhesions a not unlikely 
thing to happen if artificial reposition of an incarcerated uterus is 
made. 

Changes in Shape. These tumours if observed carefully during 
pregnancy are nearly always found to undergo a notable flattening. 
This is probably due to the increase in area of the uterine surface, 
and the adaptability of the softening mass to its widening base. 
After labour the fibroid again becomes a definite and probably a 
prominent lump on the uterine surface. 

Locomotive Changes. In a very large majority of instances in 
which the pelvic cavity is occupied by a fibroid, even if it grows from 
the lower uterine segment, and in a still larger proportion where the 
tumour is situated in the upper part of the uterus, there will be a 
readjustment of the mass before the end of pregnancy, and the pelvic 
canal will be made free for the passage of the foetus. Although this 
is not the place to discuss the treatment of fibroids in pregnancy, it 
is obvious that it is of the greatest importance to remember this 
tendency when the question of operating on a fibroid which seems 
likely to obstruct labour, is being considered in the earlier months. 
A striking instance of this adjustment is recorded by Von Strauch.' 
A woman who had a myoma filling the whole of the true pelvis and 
raising the uterus at the second month of pregnancy so high that the 
cervix was above the level of the symphysis, and could be reached 
only with great difficulty on vaginal examination, had on three 
occasions during the two following months marked symptoms of 
incarceration—severe vomiting and attacks of pain in the abdomen. 
In spite of these indications he did nothing in the way of attempting 
to raise the tumour out of the pelvis. At the end of the fourth 
month the tumour had begun to move upwards. This upward move- 
ment was completed and the child’s head was able to sink into the 
pelvic brim. Labour was unobstructed, and required some aid by 
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the forceps on account of uterine inertia alone. On examination 
soon after birth the fibroid could not be recognised; but four months 
later it was found as a tumour of the size of an apple growing from 
the posterior wall near the fundus. Olshausen’ relates a similar 
case. 

Lorsion of the pedicle of a subserous fibroid during pregnancy has 
been met with in only a few cases; but when it happens it gives rise to 
serious peritonitic changes, and interstitial hemorrhages. (See two 
cases quoted by Olshausen,’ p. 778.) 


LABOUR. 


Nutritive Changes. Fibroid tumours situated in the lower part 
of the uterus which fail to rise above the pelvic brim in pregnancy, 
or early in labour, and past which the foetal head has to be dragged or 
forced, are very likely, unless they are polypoid, to be injured to such 
a degree that degenerative, and in some instances necrotic, changes 
subsequently take place in them. 

It is asserted by some observers, notably by Hammarschlag, that 
traumatism is not a necessary factor in such changes, but that they 
take place soon after labour in the absence of any injury of a 


mechanical kind. This cannot be anything like the rule, for every 
obstetric physician must remember numbers of cases in his practice 
where a fibroid has passed through labour and suffered no hurt, nor 
shown a sign afterwards of any change. 


I have the notes of a case of my own which is a good 
example of what a fibroid will stand. The patient had had a 
pediculated fibroid removed 8 years before; and when I first saw 
her she had been married 3 years, and she gave the following 
history. Labour had been induced at the 8th month of her first 
pregnancy for a fibroid growth which lay below the pelvic brim and 
threatened to cause obstruction in labour. It was found at labour 
to be attached as low down as the internal os. It gave rise to great 
obstruction even at this month, and the head was very forcibly 
dragged past it. The child died soon after its birth, presumably 
from injury to its nerve centres. The mother nearly died from 
septicemia, the exact variety of which is not recorded. The tumour 
was not expelled, and remained as before in spite of its rough 
handling. In the following year she again became pregnant, and it 
was decided to induce abortion on account of the tumour. The year 
after there was another pregnancy which was ended by an abortion 
ascribed to influenza. Both these abortions took place at the third 
month. 
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Not many months after this she again became pregnant, and 
was put under my care. I saw her first when she was 63} months 
advanced in that state. I found on abdominal examination that 
there was a fibroid the size of a Jaffa orange at the left cornu. There 
was a distinct thickening of the uterine wall in the right side of the 
uterus just above the brim. This had an ill-defined upper limit and 
could be made out to extend inferiorly into the pelvis. On bimanual 
examination the thickening, which was, of course, the fibroid 
previously observed, was found to end inferiorly at about the level of 
the internal os, and it gave the impression of a mass of two or three 
inches in thickness, occupying a considerable space in the pelvic cavity. 
On examination a month later I found that the fibroid at the left 
cornu was almost imperceptible, but could still be felt as a flattish, 
fairly soft mass lying over the child’s breech. Of the mass lower 
down in the right uterine wall there was hardly a trace. There could 
be no doubt that the right course was to let the pregnancy go to term. 
Labour took place at the proper time, and was perfectly normal. The 
lower fibroid was not perceptible. On being seen 3 weeks after 
labour the fibroid above was found to be very distinct and mainly 
subserous, and there was again the somewhat ill-defined tumour to 
be felt low down in the right wall of the uterus. Since then there 
has been no pregnancy, and the patient has not been in any way 
made conscious of the fibroids. 


The softening and flattening which occur during pregnancy 
prevent damage to a large number of those tumours which remain in 
the pelvis; but if the growth is a large one it is very likely to be 
compressed and bruised in spite of these changes, and degenerative 
processes of some kind may be started. These will be more properly 
described in the section on the lying-in period. 


It is, however, a fact that labour very seldom finds one of these 
tumours seriously in the way. In the records of 5,500 patients 
delivered at the General Lying-in Hospital there is no single instance 
of any obstruction to labour being caused by fibroids. Budin, in 
the Paris Maternité, and Porak and Macé in the Charité, have 
recorded similar experiences. 


Locomotive Changes. Alterations of position of fibroids during 
labour are common. In most cases, though not so often as in 
pregnancy, a fibroid, especially if it be subserous or interstitial, will 
rise above the brim in time to be out of the way of the advancing 
head if it has anything like a chance. That is to say, unless its 
implantation is so low down—and this is most likely when the tumour 





Dakin: Childbearing and Fibroid Tumours 103 


is in the posterior wall—that it is imprisoned effectually by the 
presenting part of the child, the upward tractile force of the 
retracting uterus, combined with the plasticity of the tumour itself— 
which enables it to be squeezed out of the pelvic cavity like so much 
putty, or like fluid in a bladder—will gradually, or in some cases 
suddenly, raise it above the brim of the pelvis and out of harm’s way. 

Olshausen’ records an instructive case of this kind. In a woman 
near the end of her first pregnancy he found a tumour the size of a 
child’s head bulging the posterior vaginal wall forward, and pushing 
the cervix high up on the left. He made an attempt at reposition 
under anesthesia, but was unsuccessful. Labour began 25 days 
later. The tumour was found to be softer, and lay with about two- 
thirds of its bulk in the true pelvis. Reposition was again 
unsuccessfully attempted. After 24 hours’ pains with early rupture 
of the membranes, the os slowly dilated and moved towards the middle 
of the pelvis. With more pains the tumour withdrew itself entirely 
out of the pelvis and labour ended spontaneously. The tumour gave 
rise to no trouble in the puerperium. 

It will be remembered that there is some possibility of 
intraperitoneal hemorrhage if by the considerable change of position 
required in sucha case, vascular adhesions of the uterus to surrounding 
parts are torn. The tumour may also be damaged and afterwards 
slough. And a fibroid which has suppurated during pregnancy has 
been ruptured with fatal consequences during labour (Krukenberg). 

Expulsion. Submucous fibroids which were in the way have been 
expelled by the advancing head, and this has happened occasionally 
in the case of tumours which have become polypoid and the stalk has 
yielded to such an extent as to allow the polypus to come down to the 
vulva. The stalk has then been cut through or has given way. 
Submucous fibroids nearly always cause abortion even when, which 
is very rare, pregnancy has occurred in a uterus which contains one; 
so the expulsion of a pediculated fibroid during labour is not a 
common occurrence. Cases have been recorded where inversion of 
the uterus during or immediately after the third stage of labour has 
happened, with immediate detachment, spontaneous or artificial. It 
is conceivable that in some cases where inversion has taken place 
the state of affairs might not be recognised, and the fibroid might be 
allowed to slough away, as it undoubtedly would do, with probably 
fatal result to the woman, during the puerperium. 

I have recorded a case of expulsion of a fibroid in labour. There 
is no doubt that many fibroids in the lower uterine segment, owing 
to their exposure to pressure and traction during labour, become 
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loosened in their capsules to a varying degree, for, as is well known, 
such tumours are not infrequently extruded in the lying-in period. 

Cervical Fibroids. Fibroids growing in that rare situation, the 
cervix, have been pushed down by the head, and squeezed out of their 
bed. They have been removed by incising their capsule when they 
were discovered to be in the way; or if of small size they have 
remained in their place, and have either sloughed or survived in an 
unaltered condition. 


LyYING-IN. 


Nutritive Changes. If a fibroid tumour survives the strain of 
labour without injury, the usual course it adopts is to undergo 
involution along with the normal muscle-fibres of the uterus 
to such a degree as will bring it down to its bulk before 
pregnancy. In some cases the tumour is found to have become 
smaller than it was before the pregnancy; and if this process is 
repeated on several successive occasions, the fibroid may shrink to a 
quite unimportant size; or it may even disappear, at all events in a 
clinical sense. 

Absorption. There are also well-established instances of fibroids 
disappearing after a single pregnancy. Doran, in a paper in the 
Obstetrical Transactions,® cites 37 cases of disappearance, more or 
less complete, of fibroids, and of these 13 occurred in connection 
with pregnancy. 

As regards the mode of absorption, partial or complete, it seems 
at least probable that the myoma cells undergo the same process of 
involution as the normal muscle cells. It has been stated by many 
authors that disappearance is brought about by fatty degeneration ; 
but this opinion is not supported by any weight of evidence 
(Gusserow !°). It was no doubt suggested in analogy with the fatty 
degeneration which was supposed to occur in normal involution—a 
degeneration which is now known to be limited to cases in which 
some pathological change, usually inflammatory, has affected the 
uterine muscle. The normal process of involution has been described 
by Helme." He found that although there was some indication of 
degeneration, partly fatty, in the connective tissue, there was none 
in the muscle cells, these latter probably disappearing by simple 
atrophy, z.c., a kind of solution. Many cases have been recorded, 
however, in which very definite degeneration has taken place in 
fibroids during the lying-in period. 

Hammarschlag ® asserts from the observation of a series of cases 
in his own practice that a myoma undergoes in the lying-in period 
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distinct changes which often lead to necrosis. He considers that 
these are brought about by the sudden cessation of the very free 
blood-supply which exists in pregnancy. The fibroid has during 
pregnancy become a large tumour which demands a large supply of 
nutrient material. Then, immediately after labour, the retraction 
of the uterine muscle surrounding the capsule and of the capsule 
itself cuts off this supply: the arteries thrombose and calcify; extra- 
vasations occur and the tissues necrose, and they sometimes 
suppurate in places. He fully describes four cases illustrating this. 
He believes that these changes occur apart from injury, or from any 
perimetritis over the tumour. In this he differs from Gusserow, who 
considers such changes, with the fatty degeneration and pus- 
formation described by others, as due to traumatism in labour. 
Gusserow describes the usual change as consisting in the formation of 
a cavernous structure owing to shrinking of the muscle cells from the 
containing framework of connective tissue. The spaces thus formed 
are found to be filled with serum. ‘The final stage is a kind of 
cirrhosis. It will be seen that this process is not very far removed 
from the normal mode of involution. He quotes Gebhard on this 
point, and agrees with him. 

It will be noticed on referring to Hammarschlag’s article® that 
most of his cases had some complication, such as great pain in the 
abdomen, or free bleeding, and the tumours were removed on this 
account; so they must not be considered as material on which large 
generalisations can be made. Although, therefore, we may admit 
that diminished nutrition is caused in the way he describes, we must 
remember how many cases go through not only one, but many 
labours, without suffering any of the changes he believes to be so 
common. 

Locomotive Changes. Expulsion of the tumour during the 
puerperium is not all uncommon. I have met with two cases: one 
in which the tumour was expelled spontaneously four days after 
labour, and one where the fibroid presented at the external os on the 
15th day of lying-in, and was removed. Both tumours were of about the 
same size—that of an orange, and both were flattened to a thickness 
of about an inch. Herman! describes a case in which the tumour 
presented on the 10th day at the external os and was removed three 
weeks afterwards. When such partially separated tumours exist, 
attention is usually called to them by hemorrhage. The tumour 
has in a large proportion of instances been found to be partially 
gangrenous, and the patient in a good many cases has died of 
septicemia. 
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On reviewing the facts which have been accumulated on the. 
results of the coincidence of pregnancy with fibroid tumours of the 
uterus, one is brought to think that the tumour is not apt to suffer so 
often or so severely in labour as might be expected, considering the 
somewhat imperfect vascular supply and the disturbances which must 
take place in it owing to the diminution of the total quantity of 
blood entering the uterus as a result of the ending of pregnancy, and 
considering also the compression and dragging that must, in most 
cases, take place during labour. 

It would appear from the results of large numbers of observations 
that a pregnancy complicated in this way will in almost all cases go 
to term, and that the tumour will survive the stress of labour and the 
starvation of the puerperium with impunity. Olshausen’s case of 
spontaneous reposition during a late stage of labour is very striking in 
this respect. At the same time there are bound to be cases where labour 
is brought to a standstill by a deep-lying fibroid, and the tumour, if 
it cannot be removed from the path, must be evaded by Cesarean 
section. 
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The Cardiopathy of Uterine Fibromyoma. 


By Tuomas Witson, M.D., F.R.C.S., 
Obstetric Officer to the Birmingham General Hospital. 


UTERINE fibroids in the great majority of instances cause no 
recognisable symptoms, but remain of small size and possess merely 
a pathological interest; a relatively small number, not more than 1 
in 10 of the whole, give rise to more or less serious inconveniences or 
dangers. The latter class is important to clinicians and may be 
divided roughly into two groups according as the symptoms are 
slight and amenable to simple methods of treatment, or severe and 
demanding more radical measures. <A very large proportion of the 
cases which come under observation in hospital practice belongs to the 
severe group, and dangers arise from the most varied causes, either 
inherent in the tumours themselves or depending upon secondary 
effects produced either in the organs in the immediate neighbour- 
hood of the uterus, or in the remoter organs of the body. Most of 
these dangerous consequences have been well known for much more 
than a generation, but only in the last decade has it become possible 
to treat them successfully and with confidence by radical operative 
methods. 

Recent advances in surgery call for a closer study of the natural 
history of uterine fibroids, and, moreover, may be expected to greatly 
facilitate this study. Those who have to deal with severe cases of 
the disease cannot fail to be impressed by the frequent association 
with it of functional and organic affections of the heart and 
circulatory system. Numerous isolated instances of this co-existence 
have been placed on record, and in some of the text-books of 
gynecology, notably that of Pozzi, the influence of fibroids on the 
heart is discussed at some length. A paper by the present writer 
dealing with ten cases and giving references, was read at the London 
Obstetrical Society in 1900, and Mr. Alban Doran has made an 
interesting contribution to the subject in the third volume of the 
Journal of Obstetrics and Gynacology of the British Empire. 
Strange to say there is no mention of this co-existence in two 
important gynecological works published in recent years—Veit’s 
Handbuch and Allbutt and Playfair’s System. Roger Williams, 
however, in his book on Uterine Tumours relates that of 211 women 
consecutively under treatment for more or less urgent symptoms due 
to myomata, eight unoperated patients, equal to 3°8 per cent., died. 
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In two of these cases death was due to heart disease, the lesions in 
one being endocarditis, mitral stenosis, and dilatation, and in the 
other a large flabby dilated heart with vegetations on the auriculo- 
ventricular and aortic valves. On page 109 of the same volume it is 
stated that in 22 autopsies (14 of them on patients dying after 
operation) the following conditions of the heart were observed : — 


Valvular disease, mostly chronic ... ... ... in 6 cases. 


Fatty degeneration ......° ... 
Hypertrophy and dilatation ... 

Atheroma of aorta 

Small heart Bee. idea “sabe? , see sea 
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It appears from the scanty accounts found in literature, that the 
subject has not received the attention its importance demands. The 
difficulties in the way of arriving at a correct appreciation of the 
kind and degree of relation between the two affections are often 
considerable, and in a given case several causes may have been 
concerned in the production of the cardiac complications. Co- 
existence of the two conditions is, however, too frequent to be merely 
accidental, and I propose in the course of the present communication 
to bring forward the facts which have convinced me that the 
relation is at least in many cases one of causation. 

The subject may be studied from the pathological or from the 
clinical side. For the clinical investigation there is ample material, 
but for post-mortem study the opportunities are fortunately not very 
frequent. In the records of the Birmingham General Hospital there 
are accounts of ten autopsies of patients dying because of uterine 
fibroids, all of them after operation. In five of these there is no 
special note about the cardiac condition: in one it was noted that the 
heart was generally healthy, and in the remaining four some 
pathological condition of the heart or large vessels was found. 


~ Case 1. (Reported in full as Case 7 in Obstetrical T'ransactions, 1900, 

p. 198). The patient, a widow, aged 42, with numerous interstitial 
fibroids and signs of cardiac dilatation and degeneration, died from 
perforation of a latent duodenal ulcer on the 10th day after total 
abdominal hysterectomy. At the autopsy brown induration and fatty 
degeneration of the heart muscle were observed. 


Case 2. A patient, aged 42, married 21 years, sterile, died of septic 
peritonitis on the 5th day after the removal of a large interstitial fibroid 
weighing 33lbs., together with a left pyosalpinx containing 40z. or 5oz. 
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of thick yellow pus. An abdominal tumour with pain and dysuria had 
been present for four years. The patient had had small-pox 20 years 
previously, and inflammation of the lungs before that. At the autopsy 
the left ureter was found to have been compressed by the pyosalpinx above 
which it was dilated ; the right kidney weighed 6ozs. ; the left kidney was 
hydronephrotic with numerous fibrous adhesions about it. The heart 
weighed 1lozs., and showed an excess of pericardial fat. The mitral valve 
showed some chronic thickening of its cusps; the aortic valve was normal. 
In the aorta there was extensive early atheroma in the stage of pulpy 
swelling ; some older calcareous patches were present near the opening 
of the coronary arteries; the right coronary artery showed a patch of 
atheroma about an inch below its orifice. There was fatty infiltration of 
the heart, but no fatty degeneration obvious to the naked eye. The 
muscular wall was brownish in colour and very friable; both ventricles 
were dilated and their walls thinned. Under the microscope the heart 
muscle showed well-marked brown atrophy and slight fatty degeneration. 
There were dense pleural adhesions on both sides, especially over the 
diaphragm. 


Casz 3. A blind 4-para, aged 57, passed the menopause at 47 and 
for nearly 10 years afterwards had no discharge of any kind until nine 
weeks before admission; a daily bloody discharge then began and 
persisted. A large abdominal tumour had been noticed for six months 
before admission, and by operation a right ovarian glandular cyst 
weighing 214lbs., and containing much solid growth, was removed along 
with the uterus, which contained in its anterior wall a fatty and 
calcareous fibroid as large as an orange. The woman died 18 hours 
after the operation, never having regained consciousness, and having 
had frequency of respiration varying from 40 to 60 per minute; the 
pulse rose in the first eight hours after operation from 92 to 130, and 
the temperature gradually rose to 102° before death. Post-mortem, the 
heart weighed 12o0zs., and there was a slight excess of pericardial fluid. 
In the aorta there were atheromatous patches adherent to which were 
extensive ante-mortem thromboses, one measuring nearly three-quarters of 
an inch across. Pieces of the thrombi could be readily broken off, but 
their bases were distinctly organised. The aortic valves were atheromatous 
and showed calcareous patches. The heart muscle was brownish in colour, 
fatty, flabby, and friable. In the middle cerebral artery, an inch and a 
half from the circle of Willis, was an embolism ; there were recent infarcts 
in the kidneys. 


Case 4. S. H., widow, aged 42; two children, the last nine years ago; 
had had rheumatic fever and scarlet fever. She was a large, fat, florid 
woman, and had never suffered from menorrhagia. A fibroid weighing 
19lbs. growing in the left side of the uterus and widely opening up the 
connective tissue in the left side of the pelvis, was removed together with 
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the enormously hypertrophied ovaries by supra-vaginal hysterectomy on 
March 19th, 1904. Death took place on the fourth day. The pathologist, 
Dr. W. H. Wynn, reported that there was much distension of the stomach 
and intestines, but no evidence of peritonitis. The right kidney weighed 
Yozs., the left 440zs. ; both were markedly fatty, the right being congested, 
the left rather pale. The pelvis of the left kidney was dilated and the calyces 
were enlarged and encroaching on the kidney substance. The left ureter had 
been cut opposite the brim of the pelvis, its upper end being included 
in a ligature and the lower lying free in the sub-peritoneal space. The 
liver, weighing 60ozs., was enlarged, soft, pale yellow in colour, and 
markedly fatty. The spleen weighed 80zs., and was large, soft and 
congested. In the lungs there was old healed tubercle at both apices ; 
both lungs were very cedematous throughout; the lower lobes were 
congested and the upper emphysematous. The heart, weighing 1lozs., 
showed a milky patch on the anterior surface of the right ventricle; the 
heart muscle showed marked fatty degeneration; the right side was 
considerably dilated and filled with post-mortem, pale, blood clot; the 
tricuspid orifice admitted 4} fingers. The left side was slightly dilated ; 
there was no valvular disease. Dr. Wynn stated that as the result of his 
examination he was of opinion that the patient had died from heart 
failure and the general fatty condition of the organs, and that there was 
no evidence of sepsis. The patient was very fat. Pressure on the left 
ureter had given rise to a moderate degree of hydronephrosis, to which 
the right kidney had reacted by hypertrophy. The division of the ureter 
did not appear to be responsible for the fatal issue. The daily quantity 
of urine before the operation varied from 22ozs. to 32ozs., and the specific 
gravity from 1016 to 1020; the reaction was acid and there was no 
albumen ; on the two days following the operation the quantities were 14ozs. 
and 280zs. respectively, and the specific gravity was 1025, so that the 
right kidney appeared to be acting well. 


The form of degeneration in three of these cases was a mixture 
of brown induration and fatty degeneration, and in the fourth case 
it was described simply as fatty degeneration. In Case 1 there was a 
history of menorrhagia, and in Case 3 there was some increase in 
menstruation; in the others there was no excessive loss of blood. 
The evidence of a direct connection between the cardiac and uterine 
conditions is not very convincing in any of the cases, and in most of 
them complicating conditions were present, which may have given 
rise to the heart degeneration, such as chronic pyosalpinx, obesity, 
and hydronephrosis. In Case 3 there was extensive atheroma of the 
aorta, and the operation under anesthesia was the determining 
factor which gave rise to thrombosis and to cerebral and renal 
embolism. It must nevertheless be admitted that the occurrence of 
myocardial degeneration in four at least among ten patients dying 
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from uterine fibro-myomata is suggestive that there is some link of 
causation between the two affections. Reference has already been 
made to Roger Williams’ observations in the post-mortem room, and 
Kessler relates a case where a fibroid weighing 60lb. was removed 
from a woman aged 54 who died suddenly while sitting up on the 
seventh day after operation; at the autopsy there were observed in 
the walls of the auricles and of the left ventricle, fibroid changes 
supposed to be due to the circulatory obstruction set up by the 
tumour. These and many other pathological observations make it 
likely that fibroids give rise to cardiac degeneration, and that this 


degeneration takes the form usually of fatty and fibroid changes in 
the heart muscle. 


Turning now to the clinical side of the question it appears 
that there may be either functional or organic affection of 
the heart in cases of uterine fibroids. Doran (l.c.) refers to several 
cases in which functional affections of the heart improved after 
removal of a fibroid uterus. Chavannaz relates one in which an 
intermittent pulse became absolutely regular after hysterectomy, and 
refers to another where an irregular pulse became regular under 
similar circumstances. Hennig in four patients with uterine fibroids 
found complaints of palpitation, rushes of blood to the head, pain in 
the chest and dyspnea: after operative removal of the tumour the 
heart symptoms disappeared in two cases; in the third and fourth 
patients they ceased spontaneously as the growth of the uterine 
tumour lessened. In one patient there was dilatation of the heart, 
and in the other three no abnormal physical signs were made out. 
Lea (l.c.) related a case where a uterine fibroid had developed in a 
patient with heart disease of old standing and where signs of failing 
compensation only came on when the tumour began to grow rapidly. 
There were hypertrophy and dilatation, with a thrill and a systolic 
murmur over the apex beat, but these conditions improved rapidly 
after removal of the uterine tumour. Strassmann and Lehmann 
examined 71 consecutive patients with myoma in Gusserow’s clinic 
and found that 29, equal to 40°8 per cent., presented objective changes 
or marked functional disturbance of the heart. This series included 
all cases, operative and non-operative, that came under treatment 
over a certain time. Fleck examined the records of 325 cases of 
uterine myoma, and found that in 40°9 per cent. some pathological 
condition of the heart was present. He concludes that the heart 
changes are not secondary to loss of blood because of 133 cases in 
which there was no bleeding, in 346 per cent. there was heart 
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affection. In every instance in which a post-mortem examination was 
made there were notable changes, whether symptoms were present 
during life or not; in eight there was brown atrophy, and in three 
fatty degeneration. Fleck suggests that, as in fibroids the ovaries 
are almost constantly found to be diseased, and as there is frequently 
also well-marked obesity, the connection between the affections of 
the heart and of the uterus may be through the ovaries. The 
last-named organ being a gland with an internal secretion it is 
possible that a pathological condition of the secretion may give rise 
simultaneously to disease of the heart and of the uterus. 


In the first five months of 1904 I have had twelve in-patients 
with fibro-myoma of the uterus in the obstetric department at the 
General Hospital, and four patients with considerable tumours in 
private practice. Among the sixteen there has been nothing notable 
about the heart or circulatory system in nine cases, and in the other 
seven there has been objective evidence of changes varying in 
character and degree. One of these cases has already been related 
(Case 4, supra). The following are short notes of the other six :— 


Case 5. E. G., married, aged 38; 9 children and one miscarriage ; 
the last child 2? years ago. Abdominal tumour known to be present for 
2? years; dysmenorrhea and menorrhagia for one year; chronic 
alcoholism. Patient thin, not aneemic. For four weeks before operation, 
while resting in bed, the daily quantity of urine varied from 80zs. to 
140ozs., the urine being pale, of specific gravity 1002 to 1004; contained 
no albumen; occasionally a few hyaline casts. The total quantity of 
urea averaged from 200 to 250 grains daily. Total abdominal 
hysterectomy was performed under local anesthesia on January 30th, 1904. 
The parts removed consisted of the uterus with a large fibroid growing 
in the left side of the cervix, invading the pelvic connective tissue and 
pressing upon the left ureter, which for four inches of its course was 
firmly adherent to the surface of the tumour. The tumour weighed 93lbs. 
Before the operation it was noted that the pulse was small and 
compressible ; the heart’s impulse was diffused ; the first sound short, not 
loud, similar in character to the second, and the intervals between 
the sounds were about equal. The patient made a good recovery from 
the operation. The quantity of urine was diminished for the first four 
or five days and afterwards continued about the same as before operation. 
Four months later, on May 3lst, the patient was much improved in 
general health; the heart’s action was regular, the impulse could not be 
felt, dulness was not increased, and both sounds were of fairly good 
quality. In this case there was cirrhosis of the kidneys together 
presumably with left hydronephrosis from pressure on the ureter, and the 
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cardiac dilatation was at least aggravated by this condition, as well as 
by chronic alcoholism. 


Casz 6. S. W., married, aged 48; 3 children, the youngest 21 years ; 
had pneumonia in October, 1903, and on her admission to hospital on 
May 4th, was just recovering from an attack of bronchitis. She was 
anemic and rather fat; there were palpitation and shortness of breath 
on exertion, and the heart sounds were weak and impure. There had 
been continuous losses of blood by the vagina for two months, and the 
uterus was found enlarged to the size of a fist by several fibroids, the 
largest of which appeared to be about as large as a bantam’s egg. The 
uterus was dilated and curetted. In this case the cardiac weakness was 
apparently due primarily to the pulmonary condition, but was aggravated 
by uterine hemorrhage. 


Case 7. L. E., a widow, aged 46, married at 24, never pregnant, 
has a uterine fibroid extending upwards to the umbilicus. The tumour 
has been noticed for two years, and there has been menorrhagia for six 
years. The patient has become somewhat thinner lately, and is markedly 
anemic. Palpitation and shortness of breath have been complained of 
since soon after the menorrhagia began. The cardiac impulse is much 
diffused, but the dulness is not increased. The first sound is short and 
sharp and is accompanied by a loud rough systolic murmur best heard 
at the base, well conducted upwards to the aortic cartilage and down the 
sternum, and becoming less loud as it is followed towards the apex. No 
history of rheumatic fever. There is probably some chronic thickening 
of the cusps of the aortic valve together with degeneration of the cardiac 
wall. 


Casz 8. Mrs. B., aged 46, married 15 years, never pregnant, has a 
tumour extending upwards to the umbilicus. The tumour has been noticed 
for four years, and there has been menorrhagia for two years. The woman 
is not obviously anemic, but has just recovered from a moderately severe 
attack of bronchitis. The chest is somewhat emphysematous; the apex 
beat is felt two inches below and 14 inches inside the nipple, and is not 
diffused ; the cardiac dulness is not increased; there is a long, rough, 
systolic murmur all over the cardiac area, best heard at the apex and over 
the aortic cartilage. 


Case 9. Mrs. J., married, aged 39; two children, the last 8 years 
ago; has been known to have a uterine fibroid for 11 years; the tumour 
has been dormant until the last two years, during which it has been 
gradually increasing until now it is larger than a foetal head and extends 
to within one inch of the umbilicus. The periods are not increased in 
quantity, the patient is well nourished and not anemic. The apex beat 
is felt inside the nipple line, and is not diffused. The first sound is 
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reduplicated at the apex, and over the aortic cartilage both sounds are 
impure, but there is no distinct murmur. 

Case 10. Miss G., single, aged 42, had had a tumour in the abdomen 
for four or five years; the enlarged uterus extending to 14 inches above 
the umbilicus and filling the pelvis, was removed by total abdominal 
hysterectomy on May 22nd, 1904. The largest tumour was a pedunculated 
sub-peritoneal fibroid, and there were four other interstitial tumours, the 
largest of the size of a tangerine orange. The patient has become 
somewhat thinner lately, but there has never been menorrhagia, and she 
is not anemic. The pulse, 90, is of fair size and moderately compressible. 
The cardiac impulse is somewhat diffused, and extends to three-quarters 
of an inch outside the left nipple line. The first sound at the apex is sharp 
and loud; over the pulmonary cartilage there is a soft systolic murmur, 
and the second sound is accentuated. The thyroid gland is considerably 
enlarged, soft and uniform; the enlargement has been noted for many 
years, and has not increased of late years. The eyes are not prominent, 
and there are no tremors of the hands. It appears possible that in this 
case the cardiac condition and the rapid pulse together with the enlarged 
thyroid point to an old-standing imperfectly developed or partially cured 
exophthalmic goitre. 


The association of uterine fibroids with enlargement of the 
thyroid gland is of considerable interest. The relation between 
goitre and the female generative organs appear to be close, as is 
shown by the very much greater frequency of goitre in the female, 
by its common onset at puberty, and by the rapid enlargement of the 
gland sometimes seen during pregnancy. H. Freund remarked upon 
the extraordinary frequency of enlarged thyroid which he found in 
44 out of 56 cases of uterine myoma. The change observed was a 
simple hypertrophy and not a cystic degeneration. My own 
observations have not shown that there is any great frequency of 
co-existence between enlarged thyroid and uterine fibroids, but in 
the Midlands where I practice, goitre does not appear to be very 
common. Strassmann and Lehmann give several references to 
cases of this sort, and among others to a case of myoma and 
exophthalmic goitre reported by Wettergreem; the two affections 
had developed simultaneously, and after the removal of the uterine 
tumour the exophthalmos and tachycardia were permanently 
improved. 

In the six cases above abstracted other possible causes of 
cardiac degeneration were present in iour: in two the tumour 
appeared to be the sole cause. In three of the six there had been 
menorrhagia for from one to six years; in two it was noted definitely 
that there had been no increase in menstruation. Two only of the 
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patients were obviously anemic. It is important to note that in 
three out of the six there had been recent loss of flesh. From this 
group of cases alone it would not be safe to infer that the cardiac 
depended upon the uterine disease, but it is nevertheless a striking 
fact that of 16 patients severely affected by uterine fibroids 7, equal | 
to 43°7 per cent., had objective evidence of some cardiac mischief, 
and when, as will be presently seen, a similar percentage of heart 
complications is found in a much larger series of cases the proof 
becomes strong that one condition depends upon the other, or that 
both depend upon a common cause. 
My experience in the eleven years ending December 31st, 1903, 
thus excluding the cases above related, extended to a total of 274 
patients with fibroids including polypi. Of these 274 patients 72 were 
so seriously affected by the fibroids as to call for radical surgical 
interference. The operations done include :— 











55 Abdominal hysterectomies, 
8 Vaginal hysterectomies, 
1 Double odphorectomy, and 


7 Enucleations of large submucous fibroids. 





In 33 of these severe cases, equal to nearly 46 per cent., there were 
objective signs of more or less severe affections of the heart :— 









Adherent pericardium ... ... ... ... ... in 1 case. 
Valvular disease a eee 6 cases. 


°° 


» 4 , 


Myocardial affections vs 
Murmurs, probably hemic ... ... ... ... » 12 ,, 





The case of the patient with adherent pericardium has already been 
recorded in my paper in the Obstetrical Transactions. 

The six cases in which valvular disease was present included one case 
each of aortic obstruction, aortic regurgitation and mitral obstruction, 
three of mitral regurgitation. A history of rheumatic fever was 
obtained in three cases. In two the fibroids were multiple 
and interstitial, in two multiple and sub-peritoneal, the largest 
pedunculated, in one multiple, interstitial and submucous, and in one 
multiple, interstitial and sub-peritoneal. In three of the cases the 
tumours were normal in appearance; in one there was a necrotic and 
in another a gelatinous cyst, and in the sixth case the fibroid was 
edematous. In cases like these, where there is pre-existing 
valvular disease, the growth of a uterine fibroid is apt to lead to : 
rapid failure of compensation, either by reason of the presence of the | 
tumour or more commonly because of repeated bleedings. 
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In the cases in which murmurs, probably hemic, were present the 
uterine tumours varied up to 4lb. in weight, and most commonly there 
were one or several interstitial fibroids. Less commonly the tumours 
were submucous, and in no case were they only subperitoneal. In one 
patient carcinoma of the uterine body co-existed : one was alcoholic and 
one had hydronephrosis. The duration of symptoms due to the fibroid 
varied in different cases from 6 months to 10 years, so that it is useless 
to strike an average : in most of the patients the symptoms had lasted 
from 1 to 3 years. Of the 12 patients, in three there was no obvious 
anzmia or wasting; in all the other cases there was anemia, and in 7 
wasting was also noted. Two of the patients were markedly nervous 
and one was alcoholic. The murmur observed was always systolic, 
usually soft in character, and sometimes was heard best over the 
apex or the pulmonary cartilage, and sometimes was well heard over 
the whole cardiac area: in none of the 12 was there any evidence of 
enlargement of the heart, and generally speaking the pulse was good 
and the heart’s action regular. 

In the other 14 cases myocardial affections were diagnosed : 
hypertrophy in 3, degeneration in 3, and dilatation in 8 cases. The 
tumours in these patients varied up to 54lb. in weight; they were 
chiefly interstitial, less commonly submucous. Two of the three 
cases in which cardiac hypertrophy was present have been already 
related in the Obstetrical Transactions ; the third occurred in a 1.-para 
aged 47 who had a pyosalpinx containing 4 or 5oz. of pus, and a 
right pyelonephritis, as well as a uterus enlarged by one interstitial 
and three smaller submucous fibroids: The remaining 11 cases 
showed signs of dilatation or degeneration. Hight out of the eleven 
patients were obviously anzemic, and five out of the eleven, including 
one case in which carcinoma of the uterine body co-existed, were more 
or less wasted. Seven of the tumours showed pathological alterations, 
including inflammation, cdema, necrotic changes, gelatinous and 
fatty degeneration, and in two there was marked hypertrophy of 
the uterine wall. The duration of symptoms in one patient 
with a necrotic submucous fibroid was only 6 months: in the rest of 
the women symptoms had existed for 18 months to 6 years. 
Among the 33 cases above analysed there were four patients in whom 
thrombosis of veins took place either before or after operation, and 
two others in whom pulmonary embolism occurred after operation, 
the patient in each case fortunately recovering. 

From the foregoing it is clear that in from 40 to 50 per cent. of 
the worst class of uterine fibroids, those namely calling for radical 
operations, there are evidences of some cardiac disturbance, 
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but that in a large proportion of the cases there are other disturbing 
factors besides the fibroid, such, for instance, as chronic alcoholism, 
enlargement of the thyroid and possibly exophthalmic goitre, 
hydronephrosis and pyelonephritis, bronchitis and emphysema, and 
so on. In many cases, however, it appears certain that the uterine 
tumour is the determining factor, and it may conceivably affect the 
heart in several different ways. 

1. Not very commonly a fibroid attains an excessive size so as to 
fill the abdomen and press upon the diaphragm and lower ribs. 
Expiration is impeded, and imperfect oxygenation of the blood 
results, at the same time that injurious pressure is made directly on 
the heart, and on the large afferent and efferent vessels. Here, as with 
other large abdominal tumours, the heart is apt to undergo fatty 
degeneration. 

2. The tumour may press upon the ureters and lead to degenera- 
tion of the kidneys. This seems to have been the sequence of events 
in at least four of my cases. 

3. In the great majority of cases of cardiac affections in fibroids 
menorrhagia due to the tumour gives rise to long-continued anemia, 
and this in turn leads to defective nutrition of the heart as well as 
of the other organs of the body; the walls of the heart then become 
degenerated and weakened, and dilatation is apt to supervene. 

4. A uterine fibroid may give rise through the medium of the 
nervous system, cerebro-spinal or sympathetic, to disturbances of the 
functions of the circulatory system, such as irregular or intermittent 
action of the heart, or tachycardia. In cases where severe and often 
repeated pain is a prominent symptom, this method of cardiac 
disturbance is possible. 

5. There is a certain amount of evidence to prove that in some 
cases of fibroid of the uterus, hypertrophy of the heart occurs at a 
time when the tumour has as yet attained only a moderate size. It 
is true that this form of cardiac hypertrophy has not been frequently 
described, but it is important to remember the difficulty, often 
amounting to impossibility, of detecting cardiac hypertrophy by 
objective examination, a difficulty that is enhanced by the fact that 
the hypertrophy often gives rise to no obvious subjective symptoms. 

In this connection the question of the blood supply of the uterine 
tumour is of importance; in the substance of the fibroid itself there 
are as a rule few or no large vessels, while in the loose connective 
tissue bed surrounding the tumour and marking it off from the rest 
of the uterus there are numerous large vessels, chiefly venous. Where 
the tumour is of notable size the ovarian and uterine vessels in the 
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neighbourhood of the uterus often form enormous bundles of large 
vessels, some of which may be of greater calibre than a cedar pencil. 
It is obvious that the fibroid is making a great demand upon the 
circulatory organs, and as there is no reason to believe that in such a 
case the blood circulating in the rest of the body is diminished, it is 
a priori probable that the heart is called upon to put forth extra 
energy, and that it will therefore undergo hypertrophy. 

In the cases of fibroids with cardiac dilatation and degeneration it 
is often found that there is no notable anemia and that the menstrual 
losses have not been excessive, and, moreover, the character of the 
impulse and of the sounds of the heart sometimes suggests that the 
condition present is one of mixed hypertrophy and dilatation. It 
seems likely, therefore, that in some at least of these cases the fibroid 
has set up a condition of essential hypertrophy, and that this after 
existing for a certain time has been followed by degeneration and 
dilatation. The analogy of exophthalmiec goitre, in which disease 
enlargement of the thyroid gland and hypertrophy of the heart arise 
together as the result of a common cause, suggests that in the group 
of cases we are now considering the uterine tumour and the cardiac 
condition may also depend upon some common factor of which 
we are at present ignorant. The question is at any rate one of 
sufficient scientific and practical importance to demand further 
careful and extended observations. 

6. Where a uterine fibroid develops in a patient who is already 
the subject of valvular disease the increased work demanded of the 
heart frequently leads to rapid failure of compensation. 


Characteristics of the Uterine Fibroids which are found associated 
with Cardiac Affections. 

In the majority of the cases the fibroids are interstitial, and there 
may be one large tumour or several smaller ones; next most 
commonly submucous, and only rarely subperitoneal tumours are 
found in this connection. Even when the cardiac condition is grave 
the uterine tumours are often found to have attained only a moderate 
size. In many cases degenerations of various kinds are found 
affecting the uterine tumour, but it is not clear whether they are 
more common in the presence than in the absence of cardiac disease, 
nor is it possible to trace a connection with any particular form of 
degeneration. In a few cases great general hypertrophy of the 
uterus was present along with the fibroid tumours. The uterine 
tumours in the cases under consideration had as a rule been known to 
exist for a considerable time, frequently for two, three, or more 
years. 
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Practical Bearings. 

The practical importance of recognising that grave affections of 
the heart may depend upon the growth of uterine fibroids is obvious. 
The uterine tumour may remain active long enough to cause cardiac 
degeneration from which there is no prospect of recovery, and the 
latter condition may lead to the death of a patient even after the 
fibroid has become dormant or undergone retrogression. It is 
necessary, therefore, that in every case of fibroid careful attention 
should be paid to the examination of the heart and vessels, and that 
where there are physical signs or serious symptoms of circulatory or 
cardiac disturbances and where these do not promptly yield to 
medicinal treatment, the radical cure of the uterine tumour by 
surgical operation should be undertaken without unnecessary delay. 
Where the condition is already one of dilatation or degeneration care 
should be taken to improve the patient’s condition by rest in bed and 
appropriate treatment as a preliminary to the operation. Where 
there is menorrhagia and at the same time cardiac weakness, the use 
of ergot is contra-indicated, because the increased peripheral 
resistance to which it gives rise is likely to still further embarrass 
the heart’s action. 

When an operation is performed great care has to be taken to 
avoid excessive and prolonged shock, and subsequently to prevent 
the formation of bedsores. The feeble and badly nourished con- 
dition of the patient markedly increases the liability to sepsis; and it 
is found that thrombosis and embolism, which are prone to occur in 
these patients at any time, are specially likely to supervene during 
the two or three weeks following the operation. When the uterine 
tumour has been successfully removed the prognosis of the 
accompanying heart disease is distinctly favourable, and often a very 
remarkable improvement is observed. 
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Malignant Uterine Complications of Fibro-myomata 
of the Uterus. 


By F. W. N. Havtrtarn, M.D., F.R.C.P., 
Assistant Gynacologist to Royal Infirmary, Edinburgh. 


THE association of fibromyomata of the uterus with malignant 
changes in the same organ, is a subject of considerable interest and 
importance. 

Until recently not only was their coincidence considered rare, 
but it was actually thought that the mere presence of a fibromyoma 
prevented the development of cancer. Now, on the other hand, some 
observers such as Richelot, assert that fibroids really predispose to 
malignancy. 

The reason for these contrary beliefs is not far to seek——‘‘ The 
wish is father to the thought.” In earlier days the removal of 
fibromyomata was such a dangerous proceeding that it was satisfying 
to the physician to think that though his patient was invalided by a 
fibroid, she would not become the subject of the infinitely more 
dangerous condition of cancer. Now, however, the intrepid gyneco- 
logist, glorying in the success of modern surgical technique, loves to 
believe that fibroids pre-eminently predispose to malignancy, and must 
without exception be removed, as their presence, even without 
symptoms is a constant menace to the future welfare of the 
individual. 

As is usual with such divergent views, mature deliberation 
tends to direct us midway between the two extremes, and from 
experience and investigation there seems to be little doubt 
that the two conditions of malignancy and fibromyomata have an 
almost entirely independent origin, and but slightly affect one 
another. The exception to this statement, z.c., where they may be said 
to actually depend on one another, is the malignant degeneration of 
the fibroid itself, which is an extremely rare occurrence. 

The subject of malignancy and fibroids may be considered from 
the following standpoints :— 

Ist. Malignant degeneration of fibromyomata. 

2nd. The coincidence of carcinoma or sarcoma of the uterine 
mucosa with fibromyomata. 

érd. Malignant changes in the cervix after supra-vaginal 
hysterectomy. 





Fic. 1. Sarcomatous infiltration and degeneration of pre-existing fibromyoma, 
shewing degenerated muscle bands and actively proliferating cells. 
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MALIGNANT DEGENERATION OF FIBROMYOMATA. 


Tuat fibromyomata may become secondarily malignant is generally 
admitted, though it is by no means so common as might be inferred. 
Authentic, thoroughly proved cases of sarcomatous change in a 
pre-existing fibroid are few, yet it is probable that all cases of 
encapsulated sarcomata are degenerated fibromyomata. The 
following case shows clinically and pathologically the main features 
of such a transition, and is therefore worthy of detailed descrip- 
tion :— 


Miss B., age 7} (recommended to me by Dr. Helm, of Carlisle), 
suffered from great abdominal pain, hemorrhage and fetid discharge 
associated with rapid abdominal enlargement. Menstruation ceased 
at the age of 52, but for 12 years previously to this the flow had been 
profuse and exhausting, aud was accompanied by considerable 
abdominal distention, and the presence of a hard sweliing. 

After the climacteric, the swelling subsided and she was in 
excellent health until six months previous to her visit to me. On 
examination the uterus was found to be enlarged to the size of a six 
months’ pregnancy, and there protruded into the cervix a large 
rounded mass involving the entire posterior wall of the uterus, which 
thinned the anterior cervical lip over it. Panhysterectomy was 
performed with excellent immediate results, but the disease returned 
in the vaginal cicatrix with a fatal issue after some months. 


The uterus was found to contain a large interstitial growth 
involving the entire posterior wall, encapsulated throughout, except 
at the external os. Upon microscopic examination it showed fibro- 
muscular tissue infiltrated by numerous large round cells, actively 
proliferating, and evidently sarcomatous in nature. (See Fig. 1.) 


In the majority of cases the sarcomatous growth is of the small 
spindle-celled variety, and seems to arise from the connective tissue 
stroma, although a small round-celled variety arising from the 
muscle fibres has been described. Writers vary exceedingly as 
regards the frequency of sarcomatous degeneration. Thus, Von Franqué 
states it to occur in between 3 and 4 per cent. of all cases, while 
Cullingworth met with one case of myxosarcoma in 300 examples of 
fibroid, and Noble only two in 258 cases. Personally I have only 
observed one undoubted example out of over 400 cases, while on 


consulting the case-books statistics of Professor Simpson's ward in 


*Encyclop. Geburtshilfe Siinger and Hertt. 
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the Edinburgh Royal Infirmary, no instance occurred in the last 300 
cases of fibromyoma. In taking these statistics en masse, in only 4 
cases out of 1,250 fibromyomata has sarcomatous change occurred. 

As a rule sarcomatous change occurs after or about the meno- 
pause, and is perhaps the most common, but by no means the only 
cause of increase in size of a fibromyoma after the climacteric. 

From the rapid increase in size of the tumour, severe pain is a 
very constant symptom. Thus, if after the menopause along with 
enlargement of a known fibroid there is pain and loss of strength, 
the diagnosis of sarcomatous change is almost certain. 

Cystic and edematous infiltration and degeneration of fibroids, 
with slight cellular proliferation resembling myxosarcoma, I have 
observed on two occasions. In one of these the intervening spaces 
were filled with blood clot which gave the appearance of the 
telangiectatic tumour described first by Cruveilhier. (See Fig. 2). 
In these cases the cellular proliferation though assuming the 
embryonic type, is so scanty that one can hardly classify them as 
sarcomata. After removal there has been no sign of recurrence, as 
was to be expected. 

Malignant epithelial infiltration of fibromyomata is of extreme 
rarity, only one or two cases having been cited. In these instances 
the original tumour has probably been an adenomyoma, a tumour 
either due to changes in Wolffian relics or to infiltration of the 
muscularis of the uterus by glands from the endometrium as shown 
in Fig. 3. 


CoINCIDENT MALIGNANT DISEASE OF THE UTERINE MUcosa 
WITH FIBROMYOMATA. 


Ir is probable that malignant disease of the corpus uteri is more 
prone to develop in uteri, the seat of fibromyomata. Out of nine cases 
of adeno-carcinoma I have operated upon, three were associated with 
fibroids of sufficient size to be noticed by the patients themselves, 
while in a fourth case a small fibroid nodule was present in the 
uterine wall. That this should be is only to be expected from the 
necessarily increased vascularity of the organ as a whole, and the 
endometrium in particular. In support of this is the frequency with 
which mucous polypi of the uterine body complicate fibroids. My 
own experience shows 11 cases out of 99 hysterectomies. 

This association of endometric growths with fibromyomata is of 
clinical importance in so far as they frequently give rise to severe 
hemorrhage, in cases in which fibroids have been long known to be 
present, though quiescent. Where marked bleeding occurs with 
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Fig. I1.—Telangiectatic change in fibromyoma of posterior uterine wall, 
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shewing large dilated blood spaces (5). 
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previously quiescent fibroids, the uterine cavity should in all cases 
be thoroughly explored by the finger and curetted at once so as to 
determine if any endometric change is present, and if so of what 
nature. 

Malignant disease of the cervix, on the other hand, must be 
considered a rare complication of fibroids. From personal experience 
I have only on one occasion met this coincidence when the fibroid was 
large enough or situated in such a position as to give rise to 
symptoms; although on three occasions I have noted small 
unimportant nodules in uteri removed for cervical disease. The 
statistics of the Edinburgh Hospital which I have consulted agrees 
with this experience. 

The comparative rarity of malignant cervix with fibromyomata, 
is partially to be explained by the frequent association of sterility 
due to the fibroid, and thus the absence of the essential predisposing 
factor to its development is removed, viz., laceration of the cervix. 
That sterility is predisposed to by fibroids is denied by some authors, 
but personal experience leads me to believe it is one of the most 
striking clinical features connected with these growths. 

It is probable, therefore, that fibromyomata themselves in no way 
influence the development of cervical cancer, and the association is 
only to be considered a coincidence. 


MAtLiGNANTt DEGENERATION OF THE CERVICAL STUMP AFTER 
SuBTOTAL HysTERECTOMY. 


This is considered by Richelot of sufficiently frequent occurrence 
to warrant panhysterectomy being performed in all cases. 
Curiously enough he has in his own experience had three cases out of 
a total of 13 recorded. This is, however, contrary to the experience 
of the majority of other operators who, from the rarity of this 
complication, the rapidity of the subtotal operation, and _ the 
smaller mortality incurred, strongly favour this method. My own 
experience is thoroughly in accord with these advantages of this 
method. In 100 cases I have thus operated on, I have seen no 
malignant degeneration of the stump. 

It seems probable that in two of Richelot’s cases cancer was 
present before operation, otherwise it is difficult to account for this. 
extraordinary percentage of malignancy. In this connection Bland 
Sutton records an interesting case where cancer was present though 
unsuspected in the cervix, and reappeared in the vaginal cicatrix 
after panhysterectomy. 
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From a general review of the literature and from personally 
acquired statistics and experience, I can come to no other conclusion 
than that malignant uterine disease is but slightly predisposed to by 
fibromyomata, and may be looked upon merely as a coincidence. 

It cannot be claimed under any circumstances that the 
probability of malignant disease supervening is alone a valid 
reason for operative interference on fibromyomata, or, on the other 
hand, that fibroids confer immunity from malignancy. Fibroids 
which give rise to no symptoms, either from their size or position 
should be considered as simple growths with no special tendency to 
malignancy, and demand no treatment which may risk the life of 
the individual. When symptoms occur to warrant interference, 
removal is the only treatment to be recommended, but, until such 
symptoms arise the woman should as far as possible be kept in 
ignorance of the presence of the growth. Her life is in no way 
menaced by its presence. 

By keeping the tumour, at least so far as malignancy is 
concerned, she runs a risk of death in the distant future of 
infinitesimal proportions (1. 300). While radical operative treat- 
ment means an immediate risk of about 2 per cent. mortality, under 
the best operative conditions. 

Under these circumstances it is evident that a ‘‘ tumour in the 


uterus is worth two in the operator’s museum,” so far as the owner is 
concerned. 
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On the Choice of Operation in Myoma. 


By Joun W. Taytor, M.Se., F.R.C.S. (Eng.), Professor of 
Gynecology, Birmingham University; President of the British 
Gynecological Society. 


THE surgeon is both “ born” and “ made.” He must have hands as 
well as brain, and stern moral qualities controlling the use of both. 
In particular, he must know his own limitations, his own weakness, 
his own strength, and learn by every mistake or failure to guard 
himself, as far as possible, from every avoidable source of danger, 
and to surmount the difficulties of ignorance or technique which bar 
his progress. 

Within the limits thus outlined it is open to men of very different 
qualifications and calibre to become good surgeons. “ The race is 
not (always) to the swift, nor the battle to the strong.” The slower 
man who is always learning and the careful man who leaves no detail 
unattended to, are found running to-day neck to neck with the swift 
and strong, and it is difficult to say from which the world is learning 
most and which is worthy of the highest honour. These remarks are 
specially applicable to those who are daily dealing with the surgical 
treatment of uterine myomata, for the disease itself is so variable 
and the methods of surgical treatment so many and so diverse, that 
wise and successful practice by no means follows unalterable lines, 
but is to a large extent eclectic and often rightly subservient to the 
bent or genius of the operator. 

For example, the abdominal panhysterectomy of Dr. Doyen— 
the removal of the entire myomatous uterus from the abdomen with 
no preliminary hemostasis—is, in competent hands, a fine and very 
successful method of dealing with large tumours of the uterus, but, 
though I have employed it with success and comfort, L question 
whether it can ever take the place of, or supersede, the older operation 
of supra-vaginal hysterectomy which (as now pertected) easily holds 
the first place as the most generally useful of all operations for large 
myomata. Sometimes it may be advisable or imperative to remove 
the whole of the uterus, and then the operation of supra-vaginal 
hysterectomy is inadmissible, but, apart from this, there can be no 
doubt that the deliberate method of it, the hemostasis before division, 
the consequent operating in a bloodless field, the carrying out of the 
whole procedure from the abdomen and the comparative ease with 


which one difficulty after another may be slowly dealt with and 
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eliminated, form very attractive features of this operation and make 
it one which will always retain its position as a valuable, if not the 
very best, method of hysterectomy for large fibroids. 

This operation then of supra-vaginal hysterectomy (or, more 
correctly, of supra-vaginal amputation) I choose as the most generally 
useful of all operations for large mvomata. It is, as a rule, the least 
difficult, the least hemorrhagic, and the most successful of all the 
major varieties of abdominal hysterectomy. It leaves the vagina 
absolutely uninjured, and is, on the whole, less followed by painful 
sequele than total extirpation. The principles and methods which 
make for its success appear to me to be as follows : — 

1. A careful examination beforehand, including special investiga- 
tions into the length and direction of the uterine cavity and the 
relations of the bladder to the tumour. 

2. Manual, vaginal and abdominal “ sterilisation.” 

3. The Trendelenburg position. 

4. The systematic control of the blood-supply of the tumour 
before removal (whenever possible). This involves the definite 
recognition and tying of the ovarian vessels on each side, and, 
finally, after separation of the bladder, of the uterine vessels on 
each side. Kocher’s forceps or strong, long-bladed catch-forceps 
approximating to this pattern, are of the utmost value in clamping 
the ovarian vessels on the tumour side of the ligatures, and the 
ligatures are better applied in suture fashion through and through 
the broad ligaments so that they cannot slip. No. 4 or 5 of Chinese 
twist are the best sizes to use for this, and the silk should be well 
sterilised by prolonged boiling in red iodide solution. 

5. Excision of the tumour by a clean V-shaped incision with a 
sharp knife, and union of the flaps so formed by interrupted sutures 
of fine sterilised silk. (At the close of this there should be no 
hemorrhage whatever, and the stump should have very much the 
appearance of a small infantile uterus). 

6. Union of peritoneum over this by continuous suture of very 
fine sterilised silk (00) covering all raw surfaces except the ovarian 
stumps. 

7. Taking the patient down from the Trendelburg position and 
withdrawal of some urine from the bladder by the catheter. 

8. Closure of the abdominal incision (which is usually a large 
one) by treble suture, uniting peritoneum and aponeurosis separately. 


Abdominal panhysterectomy, or abdominal total extirpation of 


the uterus, or “complete abdominal hysterectomy” can be performed 
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initially in the same way as supra-vaginal hysterectomy, but in 
the later stages the broad ligament is controlled and divided at a 
lower level until the vagina is opened, so that the whole of the 
uterus may be removed : or, in appropriate cases (as already referred 
to), the posterior cul-de-sac of the vagina may be opened from the 
abdomen at the first and the uterus removed from below upwards, 
leaving the ligature of vessels until the organ is removed. 

Abdominal panhysterectomy is chiefly needed for (a) big slough- 
ing myomata in which the entire uterus is affected by the 
septic process, and (b) large malignant tumours of the uterus 
(sarcomata, malignant denegerations of myomata and chorion- 
epithelioma). In all such cases it is necessary to begin the operation 
by as careful a disinfection of the vagina as possible, and, partly 
because of this, I think it is weli to go on, and, if intending to 
remove the whole uterus, to carry out the separation of the cervix 
from the vagina, and to secure the uterine arteries (as in vaginal 
hysterectomy) before opening the abdomen. 

Accordingly in any uterine tumour of considerable size needing 
panhysterectomy and in which the cervix is accessible from the 
vagina, I choose what has been called the “ combined operation,” 
sometimes prefacing it by sewing the cervix tightly together when 
the uterine cavity above it contains foul and septic discharges. 
With the patient in the lithotomy position and the vagina held open 
by Auvard’s speculum, the vagina is well cleaned and the cervix 
freely liberated from its attachments to the vagina and the bladder— 
the peritoneum is opened in front and behind (if accessible) and 
the lower branches of the uterine artery, if not the main trunk itself, 
should be controlled by a firm ligature on each side. Then, on 
opening the abdomen, the upper part of the broad ligament on each 
side only requires ligature and division, and having the intestines 
well protected by large sterilised pads, the uterine tumour may be 
gently lifted out of the belly with little or no danger of fouling 
its contents. 

In all of these cases of malignant suppurating or sloughing 
tumours the operation is best closed, not by union of the peritoneum 
above the opened vagina, but by drainage of the pelvis into the 
vagina with a short firm plug of iodoform gauze (as described by 
my friend and colleague Mr. ©. Martin). 


So far I have been dealing with the choice of operation for the 
larger myomata. For smaller tumours, and especially perhaps tor 


those in which hemorrhage is the leading symptom, but the growth 
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or growths are interstitial, two other operations demand our 
consideration. These are: (1) Removal of the appendages; (2) 
vaginal hysterectomy. In spite of the advance in the technique of 
the various methods of hysterectomy during recent years and the 
much greater safety of these operations than in years gone by, there 
still remains one special class of patients suffering from myomata of 
small or moderate size who are best treated by the old operation 
of removal of the appendages. ‘This class consists of those patients 
nearing the age of the climacteric who are blanched by hemorrhage, 
broken down in general health, unable to bear suspense and pain, 
and who demand the safest, easiest and quickest operation that will 
give them permanent relief. There can be no doubt, I think, that 
such an operation is found in removal of the uterine appendages. 
If thoroughly performed at this age it is most effective, not only in 
stopping hemorrhage but in causing disappearance of the tumour, 
and is only followed by such transient nervous phenomena as might 
be reasonably expected from a natural menopause. It is, however, 
inapplicable or less applicable to the treatment of myomata in young 
people. In these cases it is usually a mistake to remove the ovaries. 
With this proviso I quite agree with the veteran Hegar of Freiburg, 
who has recently written :— 

“ For fibromata not reaching much above the navel, but for which 
extraction through the vagina is impossible, or, on account of the 
time necessary for it inadvisable, ‘castration’ is particularly 
suitable. Total extirpation and supra-vaginal amputation are more 
dangerous operations, and may moreover be contra-indicated by the 
debility of the patient. The objection that it is improper to remove 
a healthy organ instead of attacking the diseased one does not meet 
the question, and is, even theoretically, unsound. The ovaries are 
not in a normal condition, and it is certainly better, instead of 
extirpating the uterus, to remedy its pathological condition and 
preserve it, so that it can fulfil its function as part of the floor of 
the pelvis.”—JMiinchener med. Wchns., 1902, No. 47. 


An alternative operation for fibroids of moderate size (as I have 
already said) is vaginal hysterectomy. It has many advantages, 
the chief being that there is no visible wound, no danger of hernia, 
and the operation, therefore, involves no subsequent disability 
or encumbrance. It is, however, a more painful and _ serious 
operation than removal of the appendages, the shock is greater, and 
a debilitated patient may succumb to vaginal hysterectomy who 
would recover from the removal of the appendages. Moreover, in 
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a certain number of all cases of total extirpation of the uterus 
there is serious shortening of the vagina, and in a less percentage 
still, the sequel of a chronic persistent backache probably caused by 
cicatricial pressure. 

With these exceptions vaginal hysterectomy for myoma is an 
operation of the greatest value, by means of which large tumours may 
often be éntirely removed and this without leaving the slightest 
external sign of the important operation which has been done. 
In this operation the personal equation of the operator is of the 
highest importance. Those who have worked at and developed the 
technique and scope of vaginal surgery find day by day an 
increasing facility of manipulation and a growing power of judgment 
which nothing but personal experience can give, and it is 
accordingly futile to treat of the choice of vaginal hysterectomy as 
an operation for myoma without recognising this and its bearing on 
the choice. An experienced operator by the use of ingenious 
“morcellement”’ will extract a large myomatous uterus from the 
vagina with but little or no loss of blood and no injury to closely 
surrounding tissues where a less experienced operator will not only 
fail to remove the tumour but land himself and his patient in a 
position of considerable gravity. For when division of the uterus 
and “ morcellement” has been begun by the vaginal route the 
operation cannot be lightly changed for abdominal extraction. 
Hemorrhage from the cut surfaces is prevented by persistent 
traction, and it is almost impossible to keep this up intelligently and 
satisfactorily while the abdomen is opened and the vessels in the 
broad ligament are being securely ligatured. An error of judgment 
may therefore be fatal in vaginal hysterectomy. 

I usually confine the operation to cases in which the tumour 
is not much larger than a cricket ball, in which the growths have 
not invaded the broad ligaments and in which the uterus is to some 
extent movable. Good instruments adapted to the operator’s special 
work are of the greatest value in vaginal hysterectomy for fibroids. 
Of these good anterior and posterior specula, strong sharp long- 
handled scissors, for easy division of the uterus, and plenty of 
Museaux forceps for keeping a firm grip on the “ mangled remains ” 
of the crgan before extraction, are not only very useful, but belong 
to the essentials of the operation. 


Another operation needing our consideration is that of enuclea- 
tion, both abdominal and vaginal. This is, theoretically, the ideal 
operation for myoma. In it the tumour or tumours are alone 
9 
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removed, and the uterus from which the tumours have been 
extracted is retained by the patient. For this reason there are some 
surgeons who regard enucleation as the operation to aim at during 
the whole of the child-bearing period. And if the uterus commonly 
recovered its full functions afterwards, and we had repeated histories 
of successful pregnancies following its use, we should undoubtedly 
all have to reconsider our position with regard to it. But theory 
must be proved by practice, and it is but rarely, if ever, that a 
patient who was sterile from myomatous disease has become fertile 
after enucleation. I do not know of any case, nor can I recall the 
publication of such a history. After multiple enucleation the uterus 
is usually left more or less permanently damaged, and it is a 
question whether its retention is of any real or sufficient value to 
to warrant the increased danger of the operation. In many cases, 
too, where there are several myomata one or two of the smaller 
tumours may easily be overlooked, and, if so, the operation is 
attended by no finality of cure. For these reasons I think it better 
at present to limit enucleation to the treatment of single tumours 
in patients who specially desire to retain the power of conception 
and child-bearing. The tumour fit for enucleation is usually met 
with in one of two forms. The one is an anterior or lateral tumour, 
the capsule of which is easily opened after abdominal section in the 
middle line, and the other is a tumour of the posterior wall 
occupying the pouch of Douglas. This is best approached by vaginal 
celiotomy. After enucleation and removal of the fibroid, in either 
case, any spouting vessel is ligatured and the whole bed of the 
tumour is then brought together (as in Cesarean section) by deep 
sutures of sterilised silk. In operating by the abdominal method there 
should be complete hemostasis after suture and the abdominal cavity 
should then be closed. In operating by the vaginal route the 
absolute control of every indication of bleeding is of less importance 
as the operation should be finished—not by closure of the peritoneum 
and vaginal vault, but by drainage of the pouch of Douglas with 
moist iodoform gauze (Linton). This is of considerable importance 
in nearly all operations by the pouch of Douglas, as the final success 
of the case depends very largely on the use of the drain. Without 
it there is considerable danger of an adherent retro-flexion which 
may be more painful than the original tumour. With a good gauze 
plug behind the uterus (which need not be removed for nine or 
ten days) such a sequel is impossible. 
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It is not my intention in this paper to say anything regarding 
the removal of fibroid polypi further than to record the fact that ‘ 
anterior hysterotomy as popularised by the work of Diihrssen and of : 
Doyen, has considerably enlarged our opportunities of directly 
dealing with some of those within the body of the uterus. The 
judicious use of this operation (after separation of the bladder) will 
occasionally enable the surgeon to find and remove the cause of a 
serious menorrhagia which would otherwise demand hysterectomy or 
some analogous operation for its cure. 












On reviewing what I have written I find there is but little to add. 
Supra-vaginal amputation is in my opinion the most generally useful 
operation for the removal of large myomata. Vaginal hysterectomy 4 
the most generally useful operation for the removal of smaller 
tumours. Removal of the appendages is the best operation for 
patients with moderate or small tumours who are nearing the i 
menopause and are exhausted by dangerous hemorrhage. 
Enucleation should be confined to single enucleable tumours from 
patients in whom it is desirable to retain the theoretical power of 
conception and child-bearing. 

The theme on which I have been asked to write is the choice of 
operation in fibroids. Is it not necessary for me to add to what I 
have already written that there are still a limited number of 
fibroids in which no operation is called for? I have met with 
patients who are in perfect health, who have no excessive loss or 
pain, and who yet have been counselled in no measured terms to have 
some small fibroid removed of which they would be quite unconscious 
if they had not been told of its presence. I do not consider that such 
cases should be operated on. They should be watched so that action 
may be taken if necessary, but some of the patients so affected 
never require any attention beyond this from either physician or 
surgeon through the whole of their lives. 
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Ovarian Tumours during Pregnancy and the 
Puerperium with Notes on Seven Cases. 


By Arnotp W. W. Lea, M.D., B.S., (Lon.), B.Sc. (Vict.), 
F.R.C.S. (Eng.), Manchester. 


THE presence of an ovarian tumour is a serious complication of 
pregnancy and labour. The dangers, however, arise mainly from | 
failure to diagnose the presence of a tumour until the development of 
serious symptoms. If the nature of the case is recognised early, and 
appropriate treatment is adopted, very good results are obtained. 
This complication is comparatively rare, and the seven cases recorded 
here comprise my total experience. In each instance the tumour 
was the cause of symptoms which led to its recognition. In four 
cases the tumour was removed during pregnancy: in three cases 
during or after the puerperium; all the patients made good 
recoveries. 

The whole question of ovarian tumours complicating pregnancy, 
labour, and the puerperium has recently been thoroughly reviewed 
in a valuable monograph by McKerron,! based upon an analysis of 
no less than 1,290 cases, collected from the literature of the subject. 

It is not possible to estimate precisely the frequency of ovarian 
tumours complicating pregnancy. McKerron as a result of analysis 
of figures by Flaischlen (5 out of 17,832 cases); Léhlein (2 in 1,300): 
Tarnier (1 in 1,758), and others, concludes that its frequency is 
probably about 1 in 2,500 cases. Harrison Cripps,? in a series of 
182 consecutive ovarian tumours at St. Bartholomew’s Hospital had 2 
cases in which pregnancy complicated the operation. 

Nature of Tumour. In four cases out of seven the tumour was a 
dermoid cyst. There appears to be little doubt that dermoid tumours 
are proportionately more frequent during pregnancy than the other 
forms of ovarian tumour. ‘This is clearly due to the comparatively 
small size of these tumours, and their slow rate of growth, which 
causes them frequently to escape notice until pregnancy or some 
accident occurs. In 862 cases of tumours complicating pregnancy, 
204 were ovarian dermoids, these giving a frequency of 25 per cent. 
hese tumours also lie frequently in the pelvis. In five out of the 
seven cases the tumour was in the pelvis, and of medium size. Four 
of these were dermoid cysts. 

Although pregnancy has no influence on the origin or rate ot 


growth of ovarian tumours, it much increases the liability to changes 
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in the tumour. Of these torsion of the pedicle is the most important, 
and occurs much oftener during pregnancy than in cases apart from 
pregnancy. Sir J. Williams, in 375 cases, found torsion in 21, or 
6 per cent. McKerron, out of a larger number, finds torsion to occur 
in 12 per cent. during pregnancy, and during the puerperium in no 
less than 22°7 per cent. of cases. 

Rupture of the cyst also occurs in 3 and 4 per cent. of cases during 
pregnancy; often, however, this is secondary to acute torsion. 
Suppuration during pregnancy is rare. 

In the 4 cases here related, some complication was present in each 
instance. 

In Case 1 acute torsion occurred during the third month of 
gestation. This was followed by rupture of the cyst, and produced 
symptoms closely simulating tubal gestation with rupture of the sac. 
At the operation the abdominal cavity contained a considerable 
quantity of fluid blood, which was seen to be escaping from a rupture 
of the intensely congested ovarian cyst. 

In Case 2 the tumour (a dermoid cyst) was impacted in the pelvis 
below the enlarging uterus, and produced severe pressure symptoms, 
leading to retention of urine and great pain. 

In Case 3 a slight degree of torsion (one turn) was present. 

In Case 4 necrosis of the cyst, followed by rupture and peritonitis, 
occurred during the last month of pregnancy. 

There is a certain tendency to spontaneous interruption of 
pregnancy in these cases. Sir J. Williams found that abortion or 
premature labour took place in 58 out of 461 pregnancies—that 
is, in 12°5 per cent. of cases. 

The prognosis of ovarian tumours during pregnancy largely 
depends upon the presence or absence of serious complications. A 
fatal termination during pregnancy is rare. Sir J. Williams, in 461 
cases, found only 1 case of sudden death from rupture of the cyst, 
and 6 in which the tumour ruptured during pregnancy, and the 
patients died after delivery. During labour and the puerperium the 
danger much increases. Complications occur in at least one-third of 
the cases, and small tumours occupying the pelvis are quite as 
dangerous as the larger tumours, especially after delivery. A few 
years ago Sir J. Williams estimated that the mortality of all cases, 
before, during and after delivery, amounted to the “ appalling ” total 
of 25 per cent. It is to be hoped that more recent results would show 
a great advance. If the ovarian tumour is recognised and operated 

pon during pregnancy, the risk is little greater than in ovariotomy 
apart from pregnancy. 
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Treatment. It is now generally admitted that an ovarian tumour 
should be removed at any period of gestation at which it is 
recognised. This view applies equally to small tumours which, 
owing to their liability to injury during labour, are particularly 
dangerous. There is ample material to enable us to ascertain the 
results of expectant treatment. Of 720 cases collected by McKerron, 
in which pregnancy was allowed to run its course without inter- 
ference, 152 died, i.e., 21 per cent. Some others were only saved 
by operation during labour or the puerperium. The method of 
operation must be usually by abdominal section. If, however, the 
tumour is impacted in the pelvis, and is cystic, vaginal ovariotomy 
may be performed. 

In three of my cases operated upon during pregnancy, abdominal 
section was performed. In Case 4 vaginal ovariotomy was thought 
to be advisable, and as the case is one of great interest, it may be well 
to relate it shortly. 


Case tv. Mrs. E., et. 42, 6-para, the youngest living child 11 
years of age. She was seen May 2nd, 1903, and at this time was 8} 
months pregnant. For 6 weeks she had been confined to bed, 
suffering from severe abdominal pain and almost constant sickness. 
For a week she had been fed by nutrient enemata. The patient 
looked extremely ill. There was slight jaundice. The temperature 
was 100-101°; the pulse 120, and weak. She was quite unable to 
retain any food by the stomach. The uterus was the size of full term 
pregnancy. The head lay above the brim of the pelvis and the fetal 
heart sounds were heard. 

Vaginal examination showed that the pelvis was occupied by a 
rounded fixed tumour, preventing engagement of the head. The 
cervix was pushed forward against the symphysis. The tumour was 
cystic, but gave a definite “boggy” sensation to the finger. A 
diagnosis of ruptured ovarian cyst with peritonitis was made, and 
immediate removal of the tumour advised. An abdominal section 
would certainly have been fatal. It was, therefore, decided to 
remove the tumour per vaginam. ‘Twenty-four hours later posterior 
vaginal section was performed. Hemorrhage was free, but readily 
controlled by forceps. The tumour was necrotic, and adherent to 
the anterior wall of the rectum. Rupture had taken place with the 
escape of dermoid contents into the peritoneum. The cyst was 
removed in fragments. The pedicle was recognised and ligatured. 
The pelvis was irrigated with saline fluid and gauze drainage was 
placed in the wound. 


A few minutes after the operation and when the patient had been 
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lifted into bed, the pulse suddenly failed and could not be felt at the 
wrist. There was no sign of hemorrhage. Thirty ounces of saline 
fluid were immediately transfused into the median basilic vein. 
Brandy and saline solution was also transfused under the skin. The 
patient gradually improved, and an hour later was in fairly good 
condition. 


Labour came on spontaneously in 24 hours. A living child was 
born naturally. The gauze packing was removed on the third day. 
The toxemic symptoms rapidly subsided. There was no vomiting 
after the operation and the patient made a good recovery. 


A few months later this patient developed myelitis. The disease 
rapidly progressed, and she died six months after the operation. It 
is probable that myelitis may have been present during pregnancy, 
but accurate observations were not made. It was not apparently 
connected in any way with the operation. 


The case has a personal interest as I had considered the 
advisability of using medullary anesthesia by cocaine since it was 
doubtful if the patient could bear a general anesthetic. Chloroform, 
however, was given, otherwise the myelitis would certainly have been 
attributed to the spinal injection of cocaine—and quite wrongly. 


Ovarian Tumours during Labour. I have no personal experience 
of cases in which an ovarian tumour in the pelvis has caused 
obstruction to delivery. In one case (No. 6) the tumour was first 
recognised during labour by Dr. Healey, of Preston. The tumour 
was obviously cystic, and filled the pelvis, preventing the descent of 
the child’s head which was above the brim. After consultation, it 
was decided to puncture the tumour per rectum. This was 
performed: the cyst immediately collapsed, and delivery was easily 
effected. The patient made a good recovery, but a few weeks later 
the tumour had refilled, and was removed by abdominal section. It 
was a single parovarian cyst of the right broad ligament. 

The dangers of puncture of the cyst during labour are now 
generally recognised. There is a grave risk of infection of the 
peritoneum by the contents of the cyst, and it is only efficient if the 
eyst is mainly unilocular. Reposition may be attempted and has 
often succeeded, but the patient is still exposed to various dangers 
during the puerperium. 

Ovariotomy during labour has now been performed successfully 
many times, and although this would seem to be somewhat heroic, 
it is probably, in the majority of cases, the best method of treatment. 
The whole question has been thoroughly investigated by Dr. 
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McKerron in his monograph, and has also been discussed at the 
Obstetrical Society of London.‘ 

The figures given by Dr. McKerron are shortly as follows : — 

1. Reposition has been carried out in 41 cases, and of these six 
mothers died, but in only three could death be attributed to the 
treatment; in two of these, rupture of the cyst had occurred. 

2. Puncture of the cyst was carried out in 43 cases, with a 
maternal mortality of 7, 7.e., 186 per cent., and in many of those 
who recovered, convalescence was tedious and unsatisfactory. 


3. In some cases incision of the cyst wall and drainage per 
vaginam have been carried out successfully, but in these cases 
ovariotomy should be performed as soon as possible. All attempts 
at delivery by forceps, version or craniotomy, until the obstruction 
caused by the tumour is removed, are to be absolutely condemned. 
The mortality of 49 cases treated in this way amounted to nearly 
50 per cent.; version appears to be especially dangerous. Ovariotomy 
during labour has now been performed 15 times (eight by the 
abdomen, seven by the vagina), in all these cases with successful 
results. During the last few years also Cesarean section has been 
performed in 12 cases in which it was not possible to raise the tumour 
from behind the uterus. This was, of course, immediately followed 
by removal of the tumour. One patient only died from peritonitis. 

It would seem, therefore, that ovariotomy during labour is very 
successful, and should be carried out if the surroundings of the 
patient and her general condition render it feasible. If this is not 
possible reposition of the tumour or puncture per vaginam must be 
relied upon, followed by removal of the tumour as soon as possible 
after delivery. 

Ovarian Tumours during the Puerperium. It is computed that 
some disturbance of the puerperium may be anticipated in nearly 
50 per cent. of cases. The tumour is exposed to many risks during 
labour and after delivery. The most common complication is 
torsion of the pedicle. This is favoured by the sudden diminution of 
abdominal pressure, the lax abdominal wall, and the altered relations 
and size of the uterus. McKerron’s figure show that torsion occurs 
in 22°7 per cent. of cases. In 10 cases of ovariotomy after labour, 
recorded by Aust. Lawrence,® torsion was found in every instance. 
The pressure to which the tumour is exposed during labour, and the 
resulting bruising and impairment of nutrition, is extremely liable 
to set up an infective process in the cyst. Suppuration is found to 
occur in nine per cent. of cases during the puerperium. Infection 
of an ovarian cyst after delivery, especially if the tumour is of small 
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size and in the pelvis, produces symptoms which closely resemble 
those of acute puerperal infection. In other cases infection of the 
tumour results in the development of a more insidious type of 
peritonitis, which may, however, speedily be fatal. Attention was 
called to this some years ago by Dr. Grigg, who recorded several 
cases of puerperal septicemia ending fatally, and due to the presence 
of an unrecognised ovarian tumour. 

The following case, No. 7, illustrates very well the danger of 
overlooking a small ovarian tumour during the puerperium. 

Case vit. Mrs. C., et. 32, was delivered naturally of a living 
child in March, 1899. Four days later she was seized with acute 
abdominal pain, pyrexia, and all the phenomena of puerperal 
infection. I saw her in consultation with Dr. Ballachey fifteen days 
after delivery. She was extremely ill. The temperature varied from 
101—-103°. The tongue was dry, the abdomen distended and tender. 
Per vaginam a hard mass of exudation filled up the pouch of 
Douglas pushing the uterus forward. Posterior vaginal section 
was performed, and a large intra-peritoneal collection of pus 
evacuated. A drainage tube was inserted. The patient made a 
rapid and complete recovery. 

Five years later in March, 1904, she was again delivered of a living 
child. The labour was perfectly natural. On the third day after delivery 
she again developed all the symptoms of acute puerperal infection. I 
saw her on the eighth day. The temperature rose to 102—103° each 
night. The pulse was 110—120 per minute, she complained of severe 
abdominal pain, there was no distension or evidence of general 
peritonitis. Per vaginam a rounded tumour was felt in Douglas’s 
pouch, partially fixed, very tender, the size of a large orange. The uterus 
was small and well involuted. Posterior vaginal section was again 
performed. The tumour was readily exposed and the adhesions 
separated. The pedicle was ligatured with silk, and the tumour 
removed. It was a dermoid cyst of the left ovary. The pelvic cavity 
ras flushed and packed with gauze. The patient made a rapid 
recovery. The tumour had evidently become infected after delivery. 
Cultures and cover glass preparations were made of the puriform 
fluid, but no organisms were discovered. 

The immediate cessation of pyrexia and all severe symptoms after 
removal of the tumour show conclusively that this was the focus of 
infection. It is also almost certain that this tumour was the cause 
of the attack of peritonitis five years previously. It was, however, 
not discovered at the first operation owing to the large collection of 
pus in the pelvis. 
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The presence of an ovarian tumour during the puerperium must 
be a source of grave anxiety. It is probable that the post-partum 
mortality without operation is about 28 per cent. (McKerron). Small 
intra-pelvic tumours are quite as dangerous as the larger tumours, 
owing to the fact that they frequently escape notice, unless a careful 
examination is made. 

If a tumour is known to exist and no complication ensues, it has 
generally been considered advisable to wait for two or three weeks at 
least before operation is undertaken. It is, however, probably wiser 
to remove the tumour as early as possible, even in the absence of any 
complication. There is little additional risk in doing this, but if we 
wait until some change has occurred in the tumour, demanding 
immediate operation, the danger to life is much increased. 

If acute symptoms appear, no time should be lost. The tumour 
must be removed either by the abdomen or vagina, according to the 
situation of the tumour. 

Some interesting figures illustrating post-partum ovariotomy are 
given by Dr. McKerron. He has collected 92 cases in which 
operation was undertaken during the puerperium, usually after the 
advent of some grave complication. In 79 cases the patients 
recovered, thus giving a mortality of 14 per cent. only. The 
conditions found at operation were as follows:—--Acute torsion, 28 
cases; suppuration, 16 cases; rupture of cyst, 8 cases; acute 
peritonitis, 12 cases. In two the tumour was gangrenous, and in two 
it was malignant. 

There seems no valid reason why ovariotomy should not be per- 
formed 24—48 hours after delivery, and this has already been done 
successfully in some cases. 

Vaginal ovariotomy has been recently strongly recommended by 
Dr. Haultain,® and in suitable cases gives excellent results. 
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Doran: “ Absorption” of Fibroids 


CRITICAL REVIEW. 


The Disappearance or ‘‘ Absorption” of Fibroids 
before the Menopause. 


By Avan Doran, F.R.CS. 


Surgeon to the Samaritan Free Hospital. 


ELEVEN years ago the present writer read before the Obstetrical 
Society of London a monograph on the absorption of uterine 
fibroids! He analysed 37 cases of what he was careful to rate as 
“Spontaneous Lisappearance of Fibroids.” He concluded that 
although any one of the 37 cases may represent an error of diagnosis, 
nevertheless so many have been recorded by experienced authorities 
that there can be no doubt that fibroid tumours of considerable size 
sometimes disappear spontaneously before the menopause. The 
words “absorption,” “ spontaneously’ 
must be borne in mind. 


’ 


and “before the menopause” 


The choice of the word “absorption” was explained. The writer 
quoted a communication by the late Dr. Playfair,? “the name of 
which I have purposely repeated at the heading of the present 
memoir.” Otherwise the word was misleading, but it served one 
good purpose, it proved comprehensible and satisfactory for reference. 
Those who wished to hear the reading of the paper knew what was 
meant, and it still serves, we find, for reference, indeed one particular 
reference will presently be considered as an essential factor in this 
review. 

The writer, on the other hand, though using a term of doubtful 
accuracy for the sake of uniformity, employed the term “ spontaneous 
disappearance” for the headings of his tables. He could not find 
one single reliable instance of steady molecular absorption, that is of 
the removal of the tissues of the fibroid by the blood and lymph- 
channels without the aid of any destructive pathological process. 
He considered, however, that a near approach to molecular absorption 
occurs, when after pregnancy the process of involution extends from 
the uterus to the tumour “more or less a myoma.” This statement 
bore a qualification, not a generalisation. The writer did not mean 
fibroid tumours in general, for he was aware that the average 
“ fibroid ’—the “ fibro-myoma” of pathology—does not undergo 
involution after pregnancy. Dense white fibre is not likely to share 
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in a process naturally affecting muscular tissue. He was referring 
to tumours chiefly made up of plain muscle-cells, the “myoma” of 
pathology, and “fibroids” are occasionally of that type. He agrees 
with those opponents of the absorption theory who insist that the 
“diminution” of a fibroid uterus after pregnancy usually signifies 
involution of the capsule of the tumour, that is to say of part of the 
uterus proper. In other words there is no diminution of the fibroid 
itself. But when the fibroid is mainly made up of muscular fibre, 
he believes that considerable involution is quite possible, for 
evolution appears to occur in a myoma proper during pregnancy. 

Lastly, as to the third term “before the menopause,” used in the 
writer’s essay, it implied that spontaneous disappearance occurs after 
the menopause. This is certainly the case. It does not always 
occur, Kleinwichter? was one of the first to note, on clinical evidence, 
how fibroids occasionally enlarged after the change of life. But the 
same authority, so sceptical about the diminution of fibroids, describes 
three cases where he observed that condition, once after delivery in a 
woman aged 32, once in a woman aged 37, independently of pregnancy, 
injury or inflammation, and once in a woman aged 45, also indepen- 
dently of the conditions just given, the menopause not occurring 
until the patient had reached the age of 50. 

These are the very definite statements of a sceptic. But just as too 
much stress used to be laid on the menopause as the curer of fibroid 
disease, so Kleinwachter’s theory that increase of the disease is the 
rule after the menopause, has recently been overestimated. The 
present writer indicated a serious qualification which has been over- 
looked : — 

“The most recent clinical work on the changes observed in fibroids 
was published in the beginning of 1893 by Professor Kleinwiichter, 
of Czernowitz, already known as an investigator into the pathogenesis 
of myoma.* He records forty fairly long histories of uterine fibroids 
under his own observation. . . . Only one out of his forty seems to 
have grown less when the catamenia disappeared. But the clinical 
histories of the series date from 1884 or later; hence few if any 
‘change of life cases’ have been watched for a sufficiently long 
period. There remains time for many to diminish. When experi- 
enced observers say that fibroids grow less after the menopause, they 
do not necessarily mean immediately after.” 

Indeed a considerable number, the writer finds, grow distinctly 

* He maintained that a myoma originally developed from round-cells around the 


uterine capillaries (‘‘ Zur Entwickelung der Myome des Uterus,” Zeitschrift f. Geb. u. 
Gyn, vol. ix., p. 68). Further investigation is needed. 
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larger for a time, owing to well-known changes, and then diminish 
appreciably in bulk. 

We must put aside post-menopause cases, however, and turn to 
our subject, diminution and disappearance of fibroids before the 
menopause. In association with this question we must take into 
account : — 

1. Errors of diagnosis caused by masses connected with the uterus 
which are not fibroids and which certainly tend to disappear. 

2. Destructive inflammatory changes, the commonest cause of the 
diminution of fibroids. 


3. Disappearance of fibroids due to their sharing the process of 
involution after delivery. 

4. True disappearance or diminution of fibroids occurring in- 
dependently of pregnancy and destructive inflammatory changes, and 
also independent of operative removal of the ovaries when that pro- 
cedure proves successful in its aim. This would be the most essential 
type of spontaneous disappearance of fibroids. It would represent a 
kind of irregular menopause, the show continuing though the tumour 
grows less, just as was sometimes seen when the ovaries were removed. 
The component elements of the genital tract may age in a relatively 
irregular manner, as is the case with the hair and the teeth. 

These subjects must be considered separately at greater length. 


1. Errors of Diagnosis. We need not dwell on grave mistakes due 
to inexperience or to faulty and insufficient observation. We must 
indicate a most interesting and important source of fallacy on which 
Murdoch Cameron ‘ has rightly laid great stress. At the Manchester 
Meeting of the British Medical Association in 1902, he expressed 
extreme scepticism about the absorption of fibroids, and declared that 
he had observed a considerable number of cases which were sent to 
him as fibroid tumours of the uterus, but which eventually dis- 
appeared after treatment by rest and potassium iodide. “These cases 
very closely resembled fibroid growths.” 

In reply to a published letter from the present writer,> Cameron 
explained more fully his experience of these cases.6 He observed 
that on examination an extensive hard swelling was found behind the 
uterus reaching backwards to the sacrum. Its outline could not be 
defined. We must all admit that this feature was in itself strong 
evidence that the tumour was not a fibro-myoma. Very little in- 
formation could be obtained from the patients. Murdoch Cameron 
felt sure that the hard swellings were not impacted uterine fibroids, 
and therefore he did not operate but gave potassium iodide. As 
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there was no operation Cameron admitted that he could not vouch for 
their pathological character, but added that the same treatment in 
cases where there was clearly a uterine fibroid, failed altogether. 

There was more correspondence in the British Medical Journal 
following the publication of the letters from Cameron and the present 
writer. It was somewhat instructive and is important in respect to 
this review; as it shows the opinions of several living gynecologists 
and practitioners on the question. 

Dr. Andrew Fausset‘ reports that he once examined a woman 
‘with a tumour of the uterus as large as a football, which an eminent 
surgeon and I diagnosed as a fibroid.” Hysterectomy was about to 
be performed, being “ authoritatively recommended at hospital,” but 
the patient declined and placed herself under the care of Dr. James 
Edmunds, who administered mercury and potassium iodide. Cessa- 
tion of hemorrhage, which had been troublesome, and shrinkage of 


the tumour speedily ensued, and the treatment was continued on and 
off for a year. 


‘ 


Independently of the fact that only “shrinkage” is admitted, 
there are two defects in this case as an instance of disappearance of 
fibroids spontaneous and before the menopause, so that it must be 
rejected. Dr. Fausset took great pains to trace the patient, but he 
candidly admits that when at last he had an opportunity of seeing 
her, she objected to any examination. He could only affirm that 
there was no outward semblance of a tumour, that the periods had 
ceased, and that she was in excellent health. Secondly it transpired 
that when the patient consulted Dr. James Edmunds she was 49 years 
of age. This fact deprives the treatment of all its value as far as 
the present question is concerned, since spontaneous cessation of 
bleeding and of enlargement of the tumour is common at the meno- 
pause. Hence the case was not likely to be an example of the dis- 
appearance of deposits, observed by Cameron, though Fausset seemed 
to be of that opinion. Very possibly Fausset and the “eminent 
surgeon’ whose name does not transpire, were quite right when they 
diagnosed the tumour as a uterine fibroid. 

The effects of medication on any one patient are seldom to be 
estimated accurately. Enlarged and heavy uteri, and even cases of 
fibroid are often benefited by mercury and iodides, as Drs. Fausset 
and Edmunds have found in their own experience. The correspond- 
ence on the disappearance of masses connected with the uterus as a 
result of medication, however, included some letters on a very im- 
portant matter—the relation of syphilis to uterine enlargements. 
Shaw-Mackenzie,® who has investigated with considerable assiduity 
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the relation of syphilis to diseases of the female organs, turned atten- 
tion to the experience of Boquet, who gave potassium iodide to a 
syphilitic patient with bleeding fibroid, and found that the 
hemorrhages ceased. He therefore tried the salt in non-syphilitic 
cases and the results, he maintained, were good, for not only did 
the metrorrhagia come to a stop, but the tumour was markedly 
diminished. Boquet’s theory that syphilis may sometimes determine 
the evolution of a uterine fibroid is not based on any substantial 
evidence. Legrain’s suggestion about gummata, quoted by Shaw- 
Mackenzie, deserves a little consideration, but that observer in 
describing three cases of what he terms syphilitic disease of the 
uterus, ranks them under parenchymatous and fungous metritis 
rather than gumma. He thinks that some cases diagnosed as fibroid 
are really syphilitic. 

Stanmore Bishop,’ joining in this epistolary controversy, expressed 
great scepticism about Boquet and Legrain’s views, which Shaw- 
Mackenzie was inclined to support. Bishop was ready to admit that 
in the published cases where syphilis complicated fibro-myoma the 
bleeding might have been mainly due to specific disease of the endo- 
metrium, the source in all cases of the hemorrhage so essentially 
characteristic of uterine fibroids. When the specific disease of the 
endometrium was relieved by potassium iodide the bleeding naturally 
decreased, and the symptoms set up by swelling with possibly ulcera- 
tion of the endometrium would likewise disappear. But, as Bishop 
remarks, these effects of treatment by iodide do not show that the 
salt acts on the tumour itself. Shaw-Mackenzie,!° in another letter 
very reasonably insisted that the issue of the discussion at the 
Meeting of the Association was between fibroid and inflammatory 
products, between simple and syphilitic inflammation, between opera- 
tive and medical treatment. 

The subject of errors of diagnosis caused by masses which dis- 
appear after medical treatment need not further be discussed. The 
masses are clearly products of inflammation which may be syphilitic, 
although on that point Murdoch Cameron is dumb. They, however, 
are not fibroids. They have been discussed at length above because 
so much stress has been laid on them, and also because without doubt 
their disappearance under treatment has been wrongly described 
more than once as an instance of the absorption of a uterine fibroid. 


2. Disappearance of Fibroids caused by Destructive Inflammatory 
Changes. This is the commonest explanation of a genuine example 
of the disappearance of a fibroid even when we exclude the bodily 

10 





146 Journal of Obstetrics and Gynecology 


expulsion of a sloughing fibro-myoma out of the uterus and vagina. 
Murdoch Cameron, in the original communication! which led to 
such free correspondence thus criticises the present writer’s report of 
a case in his experience. “This case was given as an instance of the 
absorption of a uterine fibroid before the menopause. The injury 
provoked inflammation, which was followed by impaction, then 
resolution of the inflammatory products and slow disappearance of 
the tumour.” 

The present writer, however, has explained why he employed the 


‘ 


term “absorption” in the title of his original monograph, and how he 
really analysed cases of “disappearance” of fibroids described by 
many of the original reporters as “absorption.” On turning to the 
tables published with this monograph the reader will find the case in 
question placed as No. 15, under the sub-heading ‘‘ Spontaneous Dis- 
appearance of Fibroids; Patients under 45; History indicating 
Inflammatory Complication, Congestion, Injury, etc.” 

The author’s patient was a woman aged 40, married twenty years 
and once pregnant, twelve years before she came under his observa- 
tion in May, 1890. Early in 1887 she noticed a tumour in the left 
iliac fossa which never disappeared and caused dragging pains when 
she walked about. The swelling was discovered during an attack of 
peritonitis, as far as could be judged from the patient’s description 
of the symptoms, and a similar attack had occurred some fourteen 
years previously. At the beginning of February, 1890, she was 
seized with abdominal pains and dysuria. In the last week in April 
she fell down, receiving a heavy blow on the tumour; it must be 
noted especially in regard to criticisms which have been made on this 
case that the attack of abdominal pain began eleven weeks before the 
injury, but, as might be expected, very great suffering was caused 
by the blow. Messrs. Hogg and Langston Scott, of Ealing, had kept 
the patient under their observation for the whole thirteen weeks, and 
the relation of the injury to the symptoms was also made perfectly 
clear by the patient herself, who was intelligent. There could be no 
doubt that a fibroid was present, and it was killed by impaction and 
parametric exudation. After three weeks’ rest the tumour moved 
freely; it was then found to be bilobed, the second lobe, solid, elastic 
and smooth, reached half way to the umbilicus; it was a typical out- 
growth, and must have been of old development. The two lobes (the 
left was much the larger) were unaltered by the attack of inflamma- 
tion as far as palpation could indicate. The after-history showed, 
however, that this undoubted fibroid tumour had been, so to speak, 


killed by the attack of inflammation. At the beginning of August, 





Doran: “ Absorption” of Fibroids 147 


1890, a fetid discharge suddenly appeared and the tumour grew 
smaller; the discharge remained constant but scanty. In February, 
1891, the tumour hardly reached above the pelvic brim, by 
November, 1892, there was no trace of any tumour. The uterine 
cavity measured 33in. and was fairly movable. 

Thus a bilobed fibroid was destroyed by inflammation, and its 
fragments were ultimately discharged externally. Such an ending 
is very frequent when the fibro-myoma is submucous, but in this case 
it was not of that class, and there was no menorrhagia either before 
or after the acute attack; indeed, it is noteworthy that the period was 
suspended for nine months after that attack. 

The writer described and tabulated, with references, five similar 
cases under Rigby, Prieger, Playfair, Von Mosetig, and Guéniot. 
In four the clinical history left no doubt about inflammation. Von 
Mosetig’s case! is of special interest as it was verified by an 
exploratory operation. The tumour could not be removed, its surface 
on manipulation became deeply congested, ecchymosis appearing at 
several points. Von Mosetig appeared to be certain that the tumour 
was a fibroid. By the end of three weeks the tumour at first “as 
large as a man’s head” was “scarcely as large as a man’s fist.” He 
attributed this phenomenon, unattended by any kind of discharge, 
to the hyperemia observed during the operation, and believed that it 
caused the tumour to diminish just as he has observed uterine 
fibroids growing smaller during erysipelas. 

This case is important, but not very satisfactory. The concluding 
statement deserves to be remembered. The diminution in size was 
so rapid as to make us doubt that the tumour was a solid fibro- 
myoma. There might have been a hematoma under the capsule of 
uterine tissue exposed at the exploratory operation, connected with a 
small fibroid which alone remained three weeks later. The present 
writer has observed hematomata in fibroids due to blows. In one 
instance he explored, and at first the haematoma looked like a 
malignant growth, but it disappeared within a few weeks. 

In the discussion which followed the reading of the present 
writer's paper,’ Dr. William Duncan reported an incomplete operation 
on a woman aged 33 for a fibroid which reached to the umbilicus; 
some firm adhesions were separated. Two and a half years later the 
tumour had disappeared “ and the uterus felt of normal size.” 


3. Disappearance of Fibroids due to their sharing the process of 
Involution after Delivery. Vixperience teaches us that pregnancy 
often has no effect whatever upon fibroids, whilst sometimes it sets 
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up destructive changes of the kind just considered. But there is 
reason to believe that a fibroid almost purely made up of muscle- 
cells, a myoma in fact, is liable to share in the involution of the 
uterus after delivery. The author has found that it may undergo 
evolution }3 during gestation, hence he must feel inclined to support 
the idea that the opposite process may naturally follow. Thirteen 
cases were tabulated by the present writer in his monograph and now, 
eleven years since the tables were prepared, the cases will still bear 
scrutiny. It is, however, not easy to feel certain that no destructive 
inflammation occurred in any particular case. We must also 
remember that a fibroid growth may be expelled during the 
puerperium and thrown away by a careless nurse or relative who may 
fail to inform the doctor of the fact. Boissard}4 reported a labour 
where the placenta was normally delivered. As the labour occurred 
in a lying-in hospital, the placenta was preserved for a midwives’ 
class, as a matter of routine. The demonstrator discovered a fibroid 
polypus as big as a hen’s egg, with its fundus firmly adherent to the 
chorion and its pedicle torn through. It is conceivable that a sub- 
mucous fibroid might be discharged in this manner or even expelled 
during the puerperium, without the doctor knowing anything about 
it, and without any teachers or routine system of examination being 
associated with the case. Had he recognised the existence of the 
fibroid before delivery, he would be easily misled if he examined the 
patient after convalescence. Again, recent research has shown that 
necrotic changes may take place even in a subserous fibroid in 
pregnancy or the puerperium. Stouffs }5 removed a necrotic subserous 
myoma three months after delivery. The growth had not, it would 
seem, diminished in size, but shrinkage is ultimately probable. 
Bearing these limitations in mind we may briefly consider the 
13 cases, where the observers were more or less men of authority. 
Full details and references will be found in the writer’s original 
report. Kleinwiichter, a great doubter as to the disappearance of 
fibroids as an event otherwise than very rare, watched a large series 
with much care. He examined a woman aged 32 in the fifth month 
of pregnancy. A hard, crescentic, pedunculated tumour, described as 
of the size of half a fist, stood out in relief from the right side of the 
gravid uterus. A month later it was found to have increased in bulk. 
The patient was safely delivered, and within two years the tumour had 
disappeared. The uterus was a little above the normal size. This 
case seems fairly reliable, but the report of earlier and frequently 
repeated examinations would have been more convincing, and 


precise information concerning absence of discharge is wanting. A 
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pedunculated growth, we must admit, could not well find its way into 
the uterine cavity, and if “transplanted” it would still be felt in 
the abdomen, although separate from the uterus. 

Madge also had to do with pedunculated fibroids associated with 
pregnancy. He detected a cluster varying in size from the 
dimensions of a walnut to the bulk of a large orange. The woman 
was forty years old. He watched the case closely, and noted six 
months after delivery that three of the smaller outgrowths had 
disappeared. Sixteen months afterwards the uterus with the largest 
fibroid was still easily felt above the pubes. Two of the smaller 
tumours were distinctly definable; the remainder were reduced to 
mere traces. 

This case is possibly, from a purely pathological standpoint, the 
most important in the subseries—disappearance of fibroids associated 
with pregnancy. As in Kleinwiichter’s the mass was pedunculated, 
so that it could not be discharged into the uterine cavity. Madge 
watched it very closely and observed that its component parts became 
reduced to very small proportions. This observation seems to imply 
that pregnancy may have a direct effect on fibroids, under certain— 
which in this instance means uncertain—conditions. Very often it 
has no effect whatever, and occasionally it causes sloughing of the 
morbid growth, but we see that in some cases pregnancy is followed 
by distinct diminution in the size of the fibroid. Degenerative 
changes, however, are often observed in clusters of subperitoneal 
fibroids independent of pregnancy and when associated with it, the 
fibroids may owe their disappearance to these changes and not to 
true involution. 

Professor A. R. Simpson and Dr. J. Young observed reduction of 
bulk in a large fibroid during the puerperium. Apparently there was 
no discharge of any broken-down material. Hence this case is 
remarkable as the nearest approach to proof of involution properly 
so-called. Kidd of Dublin’s case was similar. That obstetrician 
has personally informed me that the fibroid which he detected during 
labour undoubtedly disappeared within two months, without dis- 
charge of any of its substance into the uterine cavity. Sedgwick’s 
case was for long under his observation during several pregnancies, 
and the patient was exceedingly thin. Gestation seems to have 
played a prominent part in causing the disappearance of the five 
fibroid growths which he detected in the uterine walls, but it is not 
so clear that the change was true involution. 

John Phillips performed craniotomy on a woman aged 36. He 
found that the fibroid in the anterior wall which obstructed labour 
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was of the size of a cocoanut. She became pregnant again, and 
called in a doctor when she was sinking from hemorrhage after 
spontaneous delivery. The placenta adhered closely to the uterine 
wall over the site of the fibroid which had disappeared. The uterus 
was exhibited by Phillips at a meeting of the Obstetrical Society of 
London. Phillips maintains, I understand, that true absorption 
followed the instrumental labour. 

Emmet reports three cases in his Principles and Practice of 
Gynecology (1879, p. 522, often quoted from incomplete references 
in European text-books) which he seems to have closely observed. 
If that authority be strictly correct they do not come properly under 
the present heading, as he implies that they disappeared during, and 
not after, pregnancy. Sceptics will object to the involution theory 
on the strength of Emmet’s observations, since post-partum 
diminution in size of the tumour might be due to the changes in 
these ante-partum cases where involution would be improbable. A 
second case under A. R. Simpson deserves notice. He declares that 
he observed the disappearance of a fibroid of the size of a walnut 
within two months after delivery. 

Pozzi’s patient became pregnant when under his treatment for a 
large fibroid. Delivery was normal and the fibroid afterwards 
disappeared without leaving a trace behind. Scanzoni insists that 
he observed the total disappearance within six weeks after delivery 
of a fibroid “ of about the size of a man’s head.” We cannot help 
thinking of those exudations about which something was said above 
under the heading “ Errors of Diagnosis.” . 

Herpin’s case would be of great value had it been complete. 
Unfortunately it has only been reported in a discussion on Cesarean 
section. That operation was performed by Mayor, of Geneva, at 
term because a solid pelvic tumour prevented natural delivery. This 
tumour “ultimately ” disappeared. Herpin witnessed the operation, 
but the appearance of the tumour, which he considered to be a 
fibroid, as revealed by the opening of the abdominal cavity, is not 
described by that writer. 


4. Disappearance or Diminution of Fibroids independent of 
Pregnancy and Destructive Inflammatory Changes. Two questions 
are related to this aspect of the subject, namely the influence of the 
menopause and diminution of fibroids after removal of the ovaries or 
other curative measures. The first is treated elsewhere, the second, 
like the first, reminds us that fibroids do disappear or become greatly 


reduced under certain circumstances, namely age and operations on 
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the ovaries. Putting aside puerperal involution, just discussed, do 
these tumours disappear spontaneously? We have arrived at the 
most essential part of the whole question. If spontaneous absorption 
be proved (and we must say that it is proved) the involution doctrine 
might, on the other hand, be rejected by many authorities in great 
part, since in some if not all of the pregnant cases the absorption 
might be due to the same causes as in the cases independent of 
pregnancy. On the other hand, other gynecologists might urge that 
the involution theory was correct, a genuine process of involution 
occurring in the tumour in non-pregnant cases as well as in those 
where there was pregnancy. 

We will not dwell on the question of electrolysis. Its value has been 
ably defended by the Keiths, who have never distinctly asserted that 
it, as a rule, causes absorption of the fibroid. Inglis Parsons!® says 
the same according to his experience. Gerald Garry,!’ out of seventy 
cases where he employed the Apostoli treatment only noted extreme 
shrinkage in two, and in one of these exceptional cases violent pelvic 
inflammation preceded the reduction of the mass. Lewer’s evidence 
on electricity should be borne in mind. 


Turning to the operation of removal of the uterine appendages 
for the “cure of fibroids,” the case is somewhat different. The present 
writer has had the opportunity of closely examining many fibroids 
before, during and after removal of the ovaries and tubes. ‘That 
many cases proved failures is not to the point; in several well-marked 
instances he had opportunities of examining the patient month after 
month and year by year after the operation. He found that a hard 
or soft fibro-myoma of the most characteristic kind often underwent 
extreme reduction within a few months.'* Not rarely, he must allow, 
nothing of the sort occurred, and the good and bad results he found 
did not bear any precise relation to thorough or incomplete extirpa- 
tion of ovarian tissue. For that reason, among others, he has 
rejected the operation, but his experience convinces him that there 
must be some relation between the growth of fibroids and the 
functions of the ovary. 

That many fibroids decrease in size very appreciably many years 
before the menopause there can be no doubt. Unfortunately evidence 
as to their total or almost complete disappearance before the meno- 
pause is very scanty and unsatisfactory. Among recent examples, 
Bantock’s!® must be rejected as though the patient was forty-two 
when he diagnosed the fibroid, the disappearance appears to have 
been gradual, and she was fifty-one when he found that the tumour 
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had sunk below the level of the pubes. Hence this was an evident 
menopause case. 

George Keith 2° claims to have observed a case of absorption of a 
uterine fibroid. In November, 1897, he examined a married woman 
aged 28 in consultation with Dr. Gertrude Keith. A tumour filled 
the pelvis and extended into the abdomen. ‘“‘ There was no cervix; 
it was incorporated in the tumour and represented by a depression.” 
The tumour was in bulk “ equal to an orange of the largest size.” 
Uterine fibroid was diagnosed. As the patient was subject to mitral 
disease an operation was not considered advisable and circumstances 
did not allow of treatment by electricity. Ergotin was given in five 
grain doses three times daily for four days before the period and 
during the flow. This treatment was continued for nearly two 
years, and then the ergotin was stopped as all symptoms had ceased. 
Here it must be noted that no symptoms are mentioned in this report, 
but the prescription implies menorrhagia and the statement that the 
tumour fills the pelvis suggests trouble from pressure. In November, 
1902, five years after he had first examined the case, George Keith 
‘“‘ found a normal uterus and no trace of the tumour.” In conclusion, 
he observes: “I have not the slightest hesitation in saying that an 
ordinary uterine fibroid was present in 1897 and that there is nothing 
of the kind now (November, 1902).” There was no history of any 
specific disease. 

The ergotin treatment cannot be closely criticised, nor need we 
consider the treatment by chloride of calcium advocated by certain 
physicians. The present writer in his essay on the absorption of 
fibroids criticised very closely, and reported cases where there was no 
direct association with pregnancy or local inflammation, but where 
also the patient was either nearing or passing the menopause; in two 
instances no age was given. This series must be rejected and now a 
very limited number of reported cases remain at our disposal, no 
more than eleven including George Keith’s above related where the 
patient was under forty, and the tumour became reduced without 
association with pregnancy or any destructive inflammatory process. 

Ten cases occurring in women under 45, tabulated and criticised 
by the present author in his essay deserve scrutiny; they cannot be 
here discussed separately at length. Many were published years ago 
before diagnosis was so perfect (very relatively speaking) as at the 
present date. We must reject one, in the light of Murdoch Cameron’s 
cases of disappearance of deposit, related under “ Errors of 
Diagnosis.” Guéniot and Béhier (1872) write of an example of the 
disappearance of a large fibroid within three months; the patient 
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was twenty-nine. Guéniot and Depaul’s case (1868) is suspicious in 
the same way and so is Ashwell’s (1854). Courty (1881) observed the 
disappearance within two years of an interstitial fibroid in the 
anterior uterine wall, but he publishes no details as to its size when 
he first observed it, and in the English translation of his 7raité the 
paragraph in this case is omitted. McClintock’s case, observed 
between 1858 and 1861 is less suspicious, but pregnancy occurred in 
1860, and seems to have played a part in the result, although the 
tumour had already begun to diminish. C. H. F. Routh closely 
watched the steady disappearance of a fibroid in two cases, Hilde- 
brandt (1872) in one case and Playfair (1868) in one. All the patients 
in this group were under forty. 

Most reliance, however, will be placed on an observation by the 
sceptic Kleinwichter, relating to one of the cases in his series of 
forty fibroids closely watched. The patient was thirty-seven* in 
1884 and subject to severe hemorrhages. The uterus was hard and 
irregular in outline, its right cornu extended to two fingers’ breadth 
below the umbilicus. In January, 1885, the uterus was smaller; the 
menorrhagia had ceased. In June, 1886, the uterus was not over the 
size of a fist. Menstruation continued regular. Ergotine was 
administered to this patient and the advocates of that drug would 
here claim a triumph, but the onus probandi must be their 
responsibility, as undoubtedly hundreds of relatively young women 
are not cured by ergotine, though it may afford the majority distinct 
relief. If there be some condition ensuring the absorption of the 
tumour when ergotine is judiciously administered, it is for these 
advocates to indicate it to us, but as yet they cannot benefit woman- 
kind by such an indication, and as it is with ergotine so it is with 
several other well-known therapeutic measures. As Murdoch 
Cameron says, we see no reason why fibroids should not be made to 
disappear by some means at present unknown. All will agree with 
this saying as far as its last word is concerned. But this authority 
went further and declared that he had never been fortunate enough 
to observe a case of disappearance of a true fibroid, and for that 
reason refused to accept such a statement as fact. 

It is at least certain that reliable reports of this condition are 
exceedingly few, but the evidence of Kleinwiichter, a profound 
doubter and a careful observer, working under conditions where 


observations could be made for a prolonged period, appears to prove 
that something like complete involution takes place in association 


_® Ina second case under the same authority, mentioned at the beginning of this 
review, the patient was 45 years of age. 
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with pregnancy, and something homologous to involution occurs 
independent of gestation in a few very select cases. Probably they 
represent an extreme form of the appreciable diminution in size of 
fibroids very frequent before the menopause, but never to be rated 
as complete absorption. The author has observed such a change in 
a woman whose two sisters had fibroids which advanced steadily so 
that he had to remove them. 

The cause of these extreme retrogressive changes may, as has 
been hinted above in relation to successful removal of the append- 
ages, lie in the ovaries, in short they may represent a premature 
menopause. If it be not so, the cause remains unknown, for we may 
conclude this unsatisfactory and rather tedious controversy by noting 
that the well-known pathological complications so familiar in cases 
of fibroids do not cause their disappearance. Acute inflammatory 
changes have been discussed, bleeding certainly does not make a 
fibroid smaller, edema makes it larger, and Fairbairn and Culling- 
worth’s researches show that necrobiosis accounts for great changes 
hitherto ill-understood, but not for the disappearance of fibroids. 
The former?! admits that the question as to the ultimate state of a 
necrosed fibroid is difficult to solve, but there is clinical evidence that 
the most advanced type is a cystic mass containing broken-down, 
blood-stained material. He allows, mainly on the strength of a case 
in Cullingworth’s series, that a certain number of necrotic fibroids 
may become dried up and putty-like from absorption of fluids and 
subsequently calcified from the deposition of lime-salts. But there 
is no evidence that necrosis explained the more authentic cases dis- 
cussed in this review. 

In Phillips’ case no fibroid could be detected in the uterus 
removed after death, so at least there was no necrotic change. Again, 
this necrosis is associated with pain, as Cullingworth has shown,”* 
and as the present writer has independently noted on clinical 
evidence. “Small necrotic fibroids cause more constitutional dis- 
turbance than a trifling amount of menorrhagia can account for.” * 
Large necrotic fibroids naturally give rise to very bad symptoms. 
Tenderness on touch, otherwise unusual in fibroids, is common when 
there is necrosis. It happens, as will be seen from the analyses in 
this review, that in none of the more reliable cases was there a 
clinical history suggesting necrosis as understood by Fairbairn and 
Cullingworth. The rare genuine instances of marked diminution 
before the menopause may, like the far commoner cases of increase 
of the tumour after the menopause, represent some perversion of the 
nutrition of the genital tract at present inexplicable. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Primary Full-term Abdominal Pregnancy. 


GuTIERREZ. Revista Ibero-Americana de Ciencias medicas, 


March, 1904. 


(Abstracted from Rev. de Gynécol. et de Chirur. Abd., 
May-June, 1904). 


THE case recorded occurred in a multipara aged 34. The last normal 
pregnancy ended May, 1900. In April and May, 1902, the periods 
were missed, and in June the patient miscarried. Menstruation 
reappeared early in July, and then ceased. During the months that 
followed the woman presented all the symptoms of a normal 
pregnancy. Active movements were felt in the course of the fifth 
month. arly in April, 1903, eclamptic fits occurred, and the 
patient became comatose. While in this condition uterine con- 
tractions were felt. As soon as the patient could speak she stated 
that she no longer felt the movements of the child. The abdomen, 
and the breasts, diminished in size. Menstruation occurred in May, 
and then regularly every month till the date of operation, November, 
1903. Gutierrez first examined the woman in July, 1903. He found the 
abdomen enlarged as for an eight months’ pregnancy, a spherical, 
smooth, elastic tumour, of small mobility, occupying the umbilical 
and hypogastric regions. Between the lower limit of the tumour 
and the pubes was a considerable space yielding a tympanitic note. 
The tumour was fluctuating in parts, hard in others. Fetal parts 
could not be distinguished. The uterus was mobile, and no part of 
the tumour entered the pelvis. 

At the operation the tumour, greenish in colour, was found 
adherent to the right antero-lateral wall of the abdomen. One part 
was hidden by the great omentum, enormously hypertrophied and 
welded to the tumour. The peritoneal adhesions were broken down, 
the omentum resected, and the tumour punctured. It contained a 
chocolate coloured fluid. Adhesions to small intestine and colon were 
then separated, as well as a sort of pedicle binding the right lower 
part of the tumour to the pelvis. During these mancuvres the 
tumour ruptured, and a fetus of female sex escaped. 








Primary Abdominal Pregnancy ((utierre:). 
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The genital organs were carefully explored and were found 
absolutely healthy. No exudation, nor any false membrane, existed 
in Douglas’ pouch. A stylet was introduced through the fimbriated 
ends of the tubes and passed down to the isthmus, demonstrating 
their perfect permeability. The ovaries showed only some small 
cysts. The implantation of the placenta corresponded to the great 
omentum, this organ having been the principal means of nutrition 
of the fetus. Recovery from the operation was excellent. 

The wall of the cyst removed was one to two centimetres thick, 
and presented, in parts, some degenerative changes. The internal 
surface was smooth, lined by the amnion, which could be detached 
as a thin lamina from the fetal surface of the placenta, and from the 
cord. The placenta was intimately adherent to the sac, and very 
largely to that portion of the sac which was closely bound to the 
great omentum, gradually blending with the wall of the cyst. The 
fetus was perfectly developed, but macerated, the epidermis 
separating in large pieces, and the scalp being separated from the 
bones by a quantity of bloody serum. It was 49 centimetres long, 
and was in an attitude of flexion. 

Microscopic examination was devoted particularly to two points, 
the pelvic pedicle and the placental site. At the former, two zones 
were clearly visible, a dense central zone with few vessels, and a 
peripheral sub-peritoneal zone, extraordinarily vascular. At the 
placental site it was not possible to recognise Langhans’ layer, but 
syncytial masses were clearly distinguished. In the part 
corresponding to the foetus the placenta had suffered granular 
degeneration, whilst in the maternal part it presented a process of 
organisation, due to invasion by the connective tissue separating the 
foetal cyst from the maternal organism. 

After describing the case the author quotes several authorities 
(Lawson Tait, Kelly, etc.) against primary abdominal pregnancy, 
but gives his opinion notwithstanding that this was a true case in 
point. He bases his opinion on the clinical history, the disposition 
of the foetal sac, and the condition of the pelvic organs. Primary 
tubal pregnancy may result, he says, in tubal abortion, in intra- 
peritoneal rupture, or in extra-peritoneal rupture. He records three 
illustrative cases, and points out the characteristic symptoms, of a 
nature to attract the attention of both doctor and patient. In the 
case which forms the basis of the article there were none of these 
symptoms, save those which indicated the death of the fetus after 
nine months’ gestation. The situation and connections of the foetal 
sac confirm the hypothesis of a primary abdominal pregnancy. 
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There were absolutely no adhesions between the cyst and the internal 
generative organs, and in addition the latter were absolutely healthy. 
These are the signs which Zmigradzki indicates as characteristic of 
a primary peritoneal pregnancy, that is to say, the integrity of the 
tube and the absence of connection between this organ and the 
placenta. 

The author points out that it is now known that the ovum can be 
fecundated in the ovary itself, and that it possesses in itself that 
which is necessary for life in the early stages of development, before 
it enters into relation with the maternal circulatory system. Ue 
suggests that should the ovum so fecundated not enter the tube, but 
fall into the peritoneal cavity, it can fix itself to any living tissue, 
and that the peritoneum will react, giving rise to false membranes 
which go to form the wall of the sac. These false membranes are 
richly vascular, and under these conditions the ovum lives in the 
belly after the manner of certain ovarian tumours which, after 
strangulation of the pedicle, are found free in the peritoneal cavity, 
living at the expense of the omentum or of the colon. 


R. Hamitton Bett. 





Note.—The illustration accompanying the account of this remarkable 
case is here reproduced, with acknowledgments to the Revue de Gynécologie 
et de Chirurgie Abdominale, It is obvious that the drawing was not made 
from nature, but from memory, or rather from the surgeon’s impression of 


the conditions met with at the operation. Its value is therefore only 
diagrammatic.—Eb. 










Paralysis in Pregnancy. 





Hosstin (Rupoir v.). Zeits. fiir Gynikol., 1904. No. 28. 





Paratyses of pregnancy may be central or peripheral. The writer 
speaks of the former only. He distinguishes :— 
1. Paralysis without pathological or anatomical changes. 

(a) Hysterical. 








(6b) Myasthenia gravis. 
2. Paralysis with histo-pathological changes. 
(a) Cerebral. 

(a) Apopleay. Occurs suddenly without warning, generally 
due to hemiplegia from hemorrhage into the internal 
capsule, the lateral ventricle, or the central ganglia. The 
prognosis is unfavourable. 







com. Stet Room University Hoonta 
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(b) Albuminuric paralysis. Partly through uremic intoxica- 
tion, partly through hemorrhage, with or without 
eclampsia. It occurs at the end of pregnancy or in the 
puerperium. The prognosis is very bad. Artificial 
delivery is called for. 

Cerebral thrombosis. Due to puerperal infection post- 
partum hemorrhage, or endarteritis obliterans. After a 
large hemorrhage the thrombosis occurs in the large 
sinuses and meningeal veins. It starts gradually. The 
prognosis is better than in a and b. 

Cerebral embolism. Due to ulcerative endocarditis in 
the puerperium, or to old non-ulcerative (rheumatic) 
endocarditis, finally to “ pregnancy endocarditis.” In 
the non-ulcerative types the prognosis is favourable. 
Other cerebral lesions, e.g., tumours, puerperal encepha- 
litis, metastic abscesses in puerperal sepsis, pro- 
gressive paralysis, where pregnancy aggravates the 
condition. 

Spinal. 

(a) Chronic spinal lesions sometimes not influenced by 
pregnancy, as tabes sometimes aggravated, as multiple 
sclerosis. 

(6) Traumatic paraplegia, myelitis from chill, tumours of 
the cord; all of which run a very unfavourable course in 
pregnancy. 

Compression myelitis from spinal caries. Paraplegia 
following post-partum hemorrhage. Hemato-myelia in 
albuminurie and postpuerperal meningomyelitis. 

In healthy women after normal pregnancy and 
puerperium, encephalitis, the polyneuritic form of 
poliomyelitis, subacute and acute myelitis, and multiple 
sclerosis, i.e., diseases which we refer to a toxic and 
infectious origin, can occur. A form of post-puerperal 
myelitis with exacerbations and relapses has been 
described. All these conditions are to be explained by 
auto-intoxication. 

Curnpert LOckyYER. 


Pyelo-Nephritis in Relation to Pregnancy. 
Lecvev. Rev. de Gynécol. et de Chirur, Abd., May and June, 1904. 


Tus paper, read at the recent Congress at Rouen, deals mainly 
with pyelo-nephritis consecutive to pregnancy. The author holds 
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that there is a causal connection. As in every infection, two factors 
are present—the soil and the organism. Pregnancy cannot affect the 
latter, but it affects the soil in two ways—direct and indirect. 
Firstly, it diminishes indirectly the power of resistance to organisms, 
and in this diminution the kidney shares; secondly, and much 
more directly, it acts by compression of the ureter. This the author 
considers to be the true reason of the pyelo-nephritis. That the 
ureters are frequently dilated during pregnancy is, he says, an 
established fact, as is also the marked predilection of the dilatation 
for the right side. This coincides with the seat of the pyelo- 
nephritis, which in the great majority of cases is unilateral, and 
of the right kidney. The dilatation very rarely affects the pelvic 
portion of the ureter. It begins at the pelvic brim, and results from 
compression by the gravid uterus. Consequently it is seen in the 
later months of pregnancy, but also at an earlier date in conditions such 
as hydramnios or twin pregnancy. The soil thus prepared is usually 
infected by the colon bacillus, which reaches the kidney either from 
the bladder by the ureter, or from the intestine by the blood-stream. 
When the infection comes from the bladder it denotes a previous 
cystitis, now latent, and due to catheterisation either during the 
present gestation or at a previous confinement or operation. The 
author thinks, however, that infection usually comes by the blood- 
stream. 

The clinical symptoms are very varied. In some cases the lesion 
is discovered accidentally through an analysis of the urine, but often 
the onset is sudden, with a rigor, acute pain, and rise of temperature. 
The pain is seated in the lumbar region, usually on the right side. 
The fever is continuous but remittent, the evening temperature two 
to three degrees centrigrade higher than the morning. These 
symptoms are associated with slight pain and frequency of 
micturition, and pus in the urine. The diagnosis from cystitis can 
usually be made by a careful examination of the bladder, which is 
not painful to the touch, and presents a normal sensibility to tension. 
As a last resource the author mentions catheterisation of the ureters, 
or segregation of the urine, but states that unhappily these measures 
are far from having, in these circumstances, the facility of application 
which makes them so advantageous apart from pregnancy. 

Where the pyelo-nephritis occurs during the puerperium the 
diagnosis from puerperal infection may be very difficult. The great 


oscillations of temperature, the pulse not corresponding with the 


fever, and the general condition remaining better than in puerperal 


infection, are points of importance. ‘The disease, though serious, is 
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rarely fatal. In 70 recorded cases there was only one death. In 
52 pregnancies not terminated artificially, 75 per cent. went to term 
and labour was normal, nor did the pyelo-nephritis lead to puerperal 
infection during the puerperium. The prognosis for the child is 
more grave ; in 60 observations seven children were still-born, or died 
soon after birth. The danger is greater the earlier in pregnancy the 
disease supervenes. 

Treatment may be either medical, surgical or obstetrical. In 
almost all cases medical treatment should be given a trial. The 
patient should be placed on the side opposite to the lesion, or in a 
chair, should be given plenty of liquid, and either urotropine or 
helmitol. If there is retention, the bladder should be emptied, and 
should the infection have ascended from an inflamed bladder the 
latter should be washed out. The surgical treatment recommended 
is nephrostomy, and the obstetrical treatment induction of abortion 
or premature labour. The right course is often difficult to decide 
upon, but the author sums up thus:—TIn bilateral pyelo-nephritis, 
where the condition necessitates active intervention, induction of 
premature labour or abortion is justifiable. In the unilateral cases, 
on the other hand, nephrostomy is indicated during the past seven 
or eight months of pregnancy, and it is only during the last month 
that they ought to be treated by induction of labour. 

R. Hasirton Bett. 


“Specific Irritability” of the Central Nervous System in 
Pregnancy. 


Bruno Worrr. Zentral. fiir Gynik., 1904, No. 26. 


~ 


Certain facts make it probable that the nervous system shares in the 
many changes which occur in the maternal organism consequent on 
pregnancy. Blumreich’s experiments lead him to speak of a nervous 
excitability of quite a special or “ specific” type, in the brain of a 
pregnant, as compared with that of a non-pregnant woman. This 
author claims that this is of special significance in the study of 
eclampsia. Blumreich noted the time which elapsed before the onset 
of fits after removal of both kidneys in gravid and non-gravid bitches 
respectively. He concluded that the uremic poison acted in both 


instances with an intensity of the same degree. By employing 


injections of kreatin Blumreich and Zuntz found the cerebral tissues 

of pregnant bitches more easily excited than those of bitches which 

were not gravid. Blumreich concluded that the irritability of the 

brain in pregnancy is “specific” in that it is not excited by all 
ll 
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irritants, but only by some. Bruno Wolff found (1) that in 
experiments in which he removed both kidneys of pregnant bitches 
the fetus frequently died in utero before the onset of uremic 
symptoms; (2) that uremic convulsions after double nephrectomy 
were quite the exception, and not, as Blumreich stated, the rule. 
In such experiments the gestation products were found to be 
macerated at the time of the mother’s death, and hence the question 
as to the kind of excitability the latter’s nervous system underwent 
during pregnancy, could not be ascertained in this way, since after 
intra-uterine foetal death the animal experimented upon could no 
longer be considered pregnant in the fullest physiological sense of 
the term. With regard to the second point, the onset of uremic 
convulsions after double nephrectomy, Blumreich had experimented 
on twenty-eight animals in all, some gravid and some not; without 
exception typical, violent, general convulsions occurred in every case. 
In complete antagonism to these results were those obtained by 
sruno Wolff. In 79 total nephrectomies performed on bitches by 
Wolff, 41 animals died on the second day, and 4 on the third day 
after operation. In 29 cases sudden death from uremia occurred. 
In only two cases had the writer noted general convulsions. Wolit’s 
conclusions are as follows :— 

1. Experiments on animals make it probable that the central 
nervous system of women is more easily excited in the gravid than 
in the non-gravid state. 

2. We do not know enough to express an opinion of the nature 
of this irritability, and it is premature to speak of a “ specific” 
cerebral excitability. 

Curnpert Lockyer. 


On the Aetiology of Hyperemesis Gravidarum. 
Monats. fiir Geburts. und Gynikol., July, 1904. Bd. xx., Ht. 1. 


Tue causation of excessive vomiting of pregnancy has long been a 
debated question, and on this account three papers bearing on the 
subject are of very considerable interest. Graefe discusses Behm’s 
theory as to its causation, the syncytial intoxication theory. Behm’s 
view is that simple vomiting of pregnancy becomes excessive from 
the third to the fifth month because at this period there is a consider- 
able degeneration of chorionic villi, which take no part in the forma- 
tion of the placenta, and that as a result of this degeneration syncytial 
remnants enter the blood stream and there exert a toxic effect. This 
intoxication induces a species of immunity in the patient, and so 
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Behm would suggest that this immunity is the reason that multi- 
parous women are not so likely to suffer from excessive vomiting as 
primipare. On the other hand Behm agrees that this view will not 
account for all cases, and of these, three categories can be noted: 
(1) those in which vomiting begins in the second half of pregnancy, 
(2) those in which vomiting continues after abortion, (3) those in 
which the vomiting ceases after abortion, but nevertheless the 
patients die. Behm suggests that the cases which die, although 
vomiting ceases, may be caused by such an amount of cell destruction 
by the syncytial toxin that recovery is impossible. In the first and 
second group Behm suggests general diseases of brain, kidneys, liver, 
alimentary canal, etc., as causes of the vomiting. Two cases of Pick’s 
are of great interest with regard to group 3. One of these cases died 
really of a septic endometritis after abortion, and the other of a 
diphtheritic endometritis, so that it is obvious that in such serious 
cases only a post-mortem examination can reveal the cause of death, 
and probably in both these cases the excessive vomiting had nothing 
to do with it. As an occasional cause of vomiting Behm quotes Pick’s 
case of retention of conception products, where, after abortion, the 
vomiting did not cease until retained placental remains and decidual 
tissue had been removed. The author does not consider that Behm’s 
views are convincing if one believes that hysteria may be a real cause 
of excessive vomiting of pregnancy, and asks the question, how could 
a purely psychical mode of treatment cure excessive vomiting if a 
syncytial intoxication were the cause? Kaltenbach is the great 
upholder of the view that hysteria is the prime cause of excessive 
vomiting, though Olshausen attacks this view. Kaltenbach assumes 
that hysteria is a true functional neurosis, which, increasing the 
reflex excitability of the vomiting centre, causes hyperemesis. 
Further, that the cure of hyperemesis by psychical or physical 
treatment is brought about in the same way as the cure of a hysterical 
paralysis or contracture. The diagnosis is easy if the usual stigmata 
of hysteria are present, such as absence of palate and corneal reflexes, 
localised anesthesia of the skin, or hemi-anesthesia, but nevertheless 
hysteria may still be present although these stigmata be not found. 
The author agrees with Kaltenbach and adds that he places great 
importance upon the fact that many primigravide have read about 


excessive vomiting, and that an unweleome conception may really be the 


underlying cause of a functional neurosis. The author quotes 23 cases 


described by Pick from Schauta’s clinic as upholding Kaltenbach’s 
views. 


Among these cases were the two above mentioned which 
tl 
ended fatally, and the one in which removal of placental remains was 
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followed by cure. This latter case the author contends is in favour 
not of Behm’s view, but that of Kaltenbach, for this reason: the 
patient still believed herself pregnant after her incomplete abortion, 
and it was not until she was assured (after the removal of placental 
remains) that she was no longer pregnant, that the vomiting ceased. 
Therefore, the author considers that in this case the cause was a 
functional neurosis, not a syncytial intoxication, and that the removal 
of placental remains acted only by suggestion and not as by removal 
of a toxic substance. The other cases were treated by absolute rest 
in bed, milk diet, and removal from friends. Among these cases were 
many, too numerous to recite, which had points of great interest as 
upholding Kaltenbach’s views on hysteria as a cause of hyperemesis 
gravidarum. 

Zaborsky in the second of the papers above mentioned discusses 
hyperemesis from other points of view, and draws a careful 
distinction between those cases which have some obvious lesion of the 
generative or other tract which could reflexly cause vomiting, and 
those cases of pregnancy in which apparently no lesion of any kind 
exists. He agrees that there is no special hypothesis necessary to 
explain hyperemesis when lesions exist, for a pregnant woman has 
simple vomiting as a general rule, and any existing lesion of 
generative organs, alimentary canal, kidneys, liver, etc., will make 
it worse. On the other hand, where no obvious lesion exists the 
views of Fischel, Lindemann, Dirmoser, Clivio and Behm may be 
discussed with advantage. These writers, with the exception of 
Behm, regard hyperemesis as a manifestation of auto-intoxication, 
either miasmatic or having its origin in the alimentary canal. 
Dirmoser especially takes this view for three reasons:—(1) The 
appearance is that of a serious disease with great weakness, rising 
pulse, fever and jaundice; (2) urinary analysis gives evidence of 
decomposition of bowel contents such as indol, skatol, albumen and 
kidney elements; (3) the post-mortem appearances are those of 
parenchymatous degeneration of liver, kidneys, ete., such as is found 
in other conditions of toxemia. Zaborsky, however, contends that 
it is just as simple to explain these cases as reflex vomiting from the 
pressure of scybala or a distended bladder on the uterus, and that the 
washing out of the alimentary tract as recommended by Dirmoser 
and others will cure the case by removing pressure. So that it is 
unnecessary to believe that the majority at all events are cases of 
auto-intoxication. All cases of vomiting tend to cease as the uterus 
rises out of the pelvis, that is to say, when the uterus ceases to 


be sensible to pressure within the pelvic cavity. If, however, 
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vomiting does not then cease, auto-intoxication whether from the 
alimentary canal or the syncytial covering of the chorionic villi, may 
play an important part. Zaborsky notes the unreliability of 
statistics in relation to hyperemesis. First that they are not classified 
according to their cause, next that in fatal cases if no autopsy is 
made one cannot be sure that the cause of death was not something 
quite apart from pregnancy. In conclusion, he quotes 3 cases which 
were apparently fatal from hyperemesis gravidarum. Each, however, 
was found to have died as the result of intercurrent disease 
unconnected with pregnancy. 

Baisch in the third paper above mentioned considers both 
hyperemesis and salivation in pregnancy. He reviews the various 
theories which have been advanced under the headings: (a) obvious 
diseases of organs leading to excessive vomiting such as rigidity of 
cervix, erosion, endometritis, displacements of uterus, liver, kidney, 
stomach, and blood and brain diseases ; (b) intoxication from alimentary 
canal, from lack of salt in food and from the developing embryo; (c) 
reflex neurosis of the stomach starting from uterus or intestine, or 
an increased reflex irritability; (d) bacterial infection. The author 
agrees that if the treatment of an obvious lesion cures hyperemesis 
then that lesion must be looked upon as the cause, and so the first 
group may be reckoned as obvious causes. But only a small 
percentage of the cases fall in this group. Of the other groups the 
author looks upon the reflex neuroses and reflex increased irritability 
as the most likely. Two important points must be considered in 
connection with this theory :—(1) Hyperemesis is directly concerned 
with the imbedding of the embryo in the wall of the uterus and 
ceases when the connection thus attained is broken after abortion. 
The second point is the gradual increase of simple vomiting until it 
becomes excessive; no hard and fast line can be drawn between these 
two conditions. On these considerations it must be allowed that the 
irritation which reflexly causes vomiting must arise somehow from 
the growing embryo itself. This is not difficult to understand when 
ene considers the whole effect of the embryo on the maternal 
organism, e.g., the growth of breast tissue, and the milk 
secretion. Those reflex influences must also affect the centres for the 
digestive organs as we see in the ravenous hunger which sometimes 


is present as a result of pregnancy. Pregnancy is a physiological 


condition, and most women are able to rise to the demands made by 
it, but if there is any insufficiency, the reflex disturbances will 
produce such an irritation of centres that excessive vomiting perhaps 
results. As to the nature of the irritation which causes this reflex 
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excitability we must consider its source in the uterus, its effect on the 
medullary centres and its effect on the periphery of the reflex arc, 
namely, the stomach. From these points of view, too, the treatment 
of hyperemesis may be established. Artificial abortion when the 
uterus is at fault, narcotics and suggestion if the fault lies with the 
nerve centres, and dietetic measures when the stomach chiefly fails. 
The adherents of the hysteria hypothesis have attained in many 
instances veritable triumphs by the practice of suggestion by the 
seclusion of patients and by other means of treating hysteria. The 
chief difficulty is to decide when abortion should be induced, and 
very few authors can boast that they have never had to perform this 
operation for the cure of hyperemesis. The danger of putting it off 
until too late is very great, but if the various points named by authors 
are carefully considered, namely, loss of body weight, prolonged 
fever, albuminuria, pulse frequency, diazo-reaction, etc., there should 
be no serious difficulty in this direction when diet, suggestion, local 
treatment of uterus, etc., fail. Excessive salivation along with 
hyperemesis adds to the seriousness of the condition, and there 
seems little doubt that the same reflex excitability of nerve centres 
and reflex irritations may give rise to both conditions. In support 
of this the author quotes a case in which hyperemesis and salivation 
were treated by artificial abortion with complete success. 


Tuomas G. STEVENS. 


“The Vesicles of the Hydatidiform Mole do not represent altered 
Chorionic Villi but constitute a new growth of exclusively 
epithelial nature. Vesicular Mole and Chorio-epithelioma 
Malignum are histologically identical.” 


SraMEnI (P). Archives Italiennes de Biologie. Tome xl., Fase 2 


we 


Tue author states that observers have started the study 
of vesicular mole with a pre-conceived idea that the vesicles are 
altered chorionic villi, and from this @ priori conception have 
drawn erroneous and illogical conclusions. The molar vesicles 
are not arranged in grape-like clusters, they are not united by a 
common pedicle, but adhere to one another by means of fragile 
filaments. The number of vesicles in no way corresponds to the 
number of villi and their branches. The most voluminous vesicular 
moles are those where only a portion of the chorionic structures are 
involved in the molarchange. The size of a mole will depend upon the 
number and size of the vesicles it contains, and is not dependent upon 
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the date in pregnancy at which the degenerative process commenced. 
In secondary growths which contain vesicles, the latter are not formed 
from deported villi, each vesicle representing a villus so deported, 
for from the point of size of such metastases the idea is both 
anatomically and mechanically absurd. We can only admit that 
here there has been a multiplication of villi in situ. After the 
expulsion of a mole from the uterus the latter has been known to 
rapidly fill up again with vesicles, derived from some tiny fragment 
overlooked during intra-uterine examination. LErcolani, in 1871, 
demonstrated vesicles with pedicles at their two poles. These pedicles 
were in direct association with epithelium only. This showed the 
absolute impossibility for the parenchyma of a villus to enter into the 
composition of a vesicle. Ercolani’s deduction was that a vesicular 
mole represented a peculiar neoplasm arising in the epithelium of 
chorionic villi. Sfameni has noted a transition from the epithelial 
covering of a vesicle to the stellate cells which have been regarded as 
myxomatous tissue. He states that the interior of a vesicle is not 
connective tissue stroma, but epithelium modified by more or less 
rapid necrosis. The cells of Langhans’ layer and the syncytium, are 
two elements which are now regarded as one and the same, the former 
arising from the latter, and to this it may be added that the “stroma” 
is derived from one, or the other, or both, the entire vesicle, in fact, 
being epithelial. The one essential element in the formation of a 
vesicle is syncytium. Given a bud of syncytium it is capable of 
taking on centrifugal proliferation and centripetal proliferation like- 
wise, but, in the latter case, degeneration succeeds, or advances pari 
passu with, proliferation, the result being that the epithelial cells 
within a vesicle liquefy in the centre, and as one passes from the 
fluid centre to the periphery, every stage of necrosis and degeneration 
is demonstrated. Sometimes Langhans’ cells are left, sometimes they 
all succumb to this necrosis, depending upon their number, or in 
other words upon the extent of the internal proliferation which gave 
rise to them. Some vesicles can be seen full of Langhans’ cells, 
degeneration not having commenced. In the evolution of a vesicle 
therefore, we start with syncytyum. In this epithelial structure two 
coincident processes are manifest: (1) an external proliferation or 
progression ; (2) an internal proliferation, followed by degeneration or 
retrogression. The result is a hollow vesicle in which mesoblastic 
tissues have formed no part. The syncytium is the one essential 
element in its formation, and this is true wherever the vesicle is 
found—in a mole or in chorio-epithelioma. The finding of villi in 
the latter and in its secondary deposits, is an error of interpretation, 
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due to degenerated epithelium being mistaken for myxomatous con- 
nective tissue. The writer concludes his paper by stating that Veit’s 
deportation theory is shown to be an absurdity by Ercolani’s demon- 
stration, which he claims is.amply supported by his own investiga- 
tions. Whilst admitting an epithelial origin for syncytium and 
Langhans’ cells, Sfameni promises to advance proof that the source 
of syncytium is the maternal uterine epithelium. 


CutTunert LOcKYER. 


The Effect of Hysteropexy upon subsequent Pregnancies. 
Our. Rev. de Gynécol. et de Chirur. Abd., May—June, 1904. 


THE questions asked are, does hysteropexy influence subsequent 
pregnancies, and if this influence exists, is it due to the sole fact of 
fixation of the uterus, or is it connected with certain methods of 
technique employed? The two operations considered are those known 
as ventro-fixation and vagino-fixation. 

Ventro-fixation. The author considers that this operation has, in 
the majority of cases, no harmful influence either on the evolution 
of pregnancy, or the course of labour, provided that the uterus is 
stitched to the abdominal wall entirely by the anterior surface, below 
the line of insertion of the tubes, care also being taken not to include 
in the sutures too extended a surface of the uterine wall. He 
altogether condemns fixation of the fundus, especially when it is 
fixed close to the symphysis pubis. In this position development 
during pregnancy occurs solely at the expense of the posterior wall, 
while the anterior wall becomes hypertrophied and thickened, so 
much so that it is an obstruction at the pelvic inlet, and consequently 
the cause of mal-presentations and difficult labour. 

Vagino-fization. Prognosis here, from an obstetric point of view, 
is distinctly more unfavourable than in the case of ventro-fixation. 
Abortions are frequent, and troublesome labours numerous. The 
latter are due for the most part to the extreme deviation of the cervix 
which, in a certain number of cases, renders intervention by the 
natural route very difficult or even impossible. Eleven Cesarean 
sections, following vagino-fixation, have been recorded in the last 
eight years. It is possible that Diihrssen’s latest procedure may 
obviate this. He fixes the uterus very near the fundus, reconstitutes 
the vesico-uterine cul-de-sac, and brings about the adherence of the 
anterior surface of the uterus to the peritoneum on the posterior 
surface of the bladder. The author thinks that most surgeons will 
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find the fixation obtained by this method very weak, and that there 
will be a tendency to return to the more firm vagino-fixations, which 
are too often associated with grave dystocia. He is inclined to the 
view that vagino-fixation should be reserved for those cases where 
the woman is no longer subject to the risk of pregnancy. 

Some important figures are given in the article. Demelin, in 112 
pregnancies subsequent to ventro-fixation, records 14 abortions and 
6 premature labours. Noble, in 56 pregnancies, notes 4 abortions. 
Kiistner, in 98 pregnancies, notes 15 abortions or premature labours. 
On the other hand Kiistner, in 48 pregnancies following vagino- 
fixation, records 18 abortions; and Demelin, in 95 pregnancies, 19 
abortions. Diihrssen’s figures in regard to vagino-fixation by his 
latest procedure are marvellous: 70 pregnancies all happily termin- 
ated save one, and in that case death was from hemorrhage due to 
placenta previa. 

R. Hamitton BE tt. 


Puerperal Hzematoma: the Tardy Development of a Fatal Case 
of the Vagino-vulvo-perineal type. 


Doritanp (W. A. Newman). Amer. Jour. of Obstet., June, 1904. 


Tue patient was 28 years of age and suffered for 19 years from mitral 
regurgitation following upon an attack of acute rheumatism. In 
August, 1903, she became pregnant for the second time, and soon 
developed albuminuria and other symptoms of Bright’s disease. 
Labour occurred spontaneously on April 3rd, 1904, and a still-born 
male child of eight months’ development was expelled; the placenta 
and membranes came away naturally, there were no symptoms of 
internal hemorrhage or collapse, and the after-pains were not marked. 

On April 5th the patient began to bleed from the uterus, and at 
the same time a dark spot was seen on the right labium majus, which 
gradually increased in size. “This was associated with severe pain 
in the right ovarian region and with abdominal distension, which 
soon assumed the proportions of marked tympanites. The pulse at 
this time was 100, the temperature 98°4, and the respirations 24. By 
the morning of April 6th the dark swelling on the labium had 
extended into the vagina and back on the external perineal surface 
as far as the rectum, which became patulous. The tumour was tense 
to the feel but palpation did not elicit tenderness. At noon of this 
day the patient experienced a sinking spell, attended by a tingling 
sensation in the right hand and arm, her speech became thick, and 
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finally there was inability to speak at all. Oxygen by inhalation 
produced reaction, but it was noticed that the movements of the 
entire right side were limited. The mind was clear, there were no 
signs of facial paralysis, nor did the tongue deviate to the side of the 
mouth. The pulse that night registered 80 beats, the temperature 
was 98°, and the respirations were 26, the patient, however, appeared 
very weak. The right side was now lifeless. After a restless night 
the patient entered the morning of the seventh of April in an exceed- 
ingly weakened condition—the temperature was kept up by the 
application of external heat. At noon unconsciousness supervened 
and death ensued at six o'clock in the evening, seventy-six hours 
after the birth of the child.” 

The abdomen and pelvis only were examined post-mortem. The 
peritoneal cavity was free from blood and there was no hematoma in 


either broad ligament. ‘Examination of the hematomatous mass 
showed that the boggy tumour began at the upper right side of the 
vagina and extended outwards and downwards to lose itself below in 
the pelvic structures. Examined from without the clot was found to 
extend from the pelvic ramus back to the coceyx and out towards the 
obturator foramen. The mass was apparently thoroughly encapsuled 
and tightly adherent to the walls of the sac. It was in size Tin. by 
Siin. by lin. The uterus was opened and found to be normal in every 
respect. The placental site was at the fundus, anteriorly and to the 
right.” 

It would be interesting to know in these rare cases of puerperal 
hematoma whether or not there always pre-exists as in the present 
case a chronic valvular lesion or some chronic renal affection. It is 
well-known that both of these conditions pre-dispose to a varicose 
state of the vessels of the lower portion of the body, and _ this, 
together with the physiological thinning of the venous walls in 
gestation would strongly predispose to rupture and hematoma forma- 
tion. A common cause of death in puerperal hematoma is cerebral 
embolism. This was the primary cause of the fatal termination in 
the case reported in this paper. The total amount of blood lost was 
not sufficient to cause death. Whether the embolus comes from the 
hwmatoma or the placental site is another question extremely difficult 
of solution. 

Herbert WILLIAMSON. 
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GYNA:COLOGY. 


Cystic Degeneration of the Ovary: an Anatomical and Clinical 
Study of 180 cases. 


Finpiry (Parmer). Amer. Jour. of Obstet., June, 1904. 


Tue pathology of this condition is as yet imperfectly understood, 
most observers regard it as a morbid process, but Emil Ries and 
Nagel stoutly maintain that it is a physiological phenomenon. The 
author has examined anatomically and clinically 180 cases in which 
ovaries in this condition have been removed, and this paper is based 
upon his studies. The question is attended by many difficulties; 
these arise principally from the fact that this condition of the ovaries 
is usually associated with other pelvic lesions, and it is quite im- 
possible to accurately differentiate the symptoms. To what size may 
the Graiifian follicles attain, within physiological limits? Is it 
possible that the condition known as follicular degeneration depends 
simply upon the fact that the ovary contains a number of ripe 
follicles? Nagel answers these questions in the affirmative; he states 
that in these cysts he has always found normal ova, and further 
argues that since the liquor is a direct product of the follicular 
epithelium, if these cells degenerate the follicle will atrophy and dis- 
appear. The larger cysts he has found to have their origin either in 
the corpus luteum or from inclusions of the germinal epithelium in 
the ovarian stroma. Walthard has recently examined serial sections 
from 80 ovaries; he frequently saw the surface epithelium invading 
the stroma in the form of tubules; these may persist long after 
puberty and tend to the formation of cysts lined by flattened 
epithelium and surrounded by ovarian stroma. Most observers, how- 
ever, take a different view, and believe that these follicles are associ- 
ated with chronic ovaritis and result from passive congestion and 
hyperplasia of the stroma. 

The author has examined 180 cases, and his results may be 
summarised thus :—The cysts vary in size from that of a pea to that 
of a walnut, and the number in one ovary may be from one to twenty; 
they are not confined to the periphery but are scattered throughout 
the whole substance of the ovary. On microscopic examination there 
is a scarcity of normal follicles and a marked hyaline degeneration of 
the vessel walls and stroma, often associated with small-celled infiltra- 


tion. In eysts larger than a pea neither ova nor membrana granulosa 


could be discovered, those larger than a walnut were oceasionally 
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follicular but more often associated with a corpus luteum. He con- 
cludes that the condition is a morbid lesion, almost invariably the 
result of chronic ovaritis which, in turn, is caused by infection or 
passive congestion of the ovary. 

Symptoms. The author’s account of the clinical symptoms to 
which this condition gives rise is very vague and unconvincing, as 
must needs be the case when we remember that the condition was 
uncomplicated in only 39 out of the 180 cases in which this, as it 
seems to us, questionable sacrifice of ovaries occurred. The con- 
clusions, however, shall be given in the author’s own words :— 
“‘Symptoms referable to cystic degeneration of the ovaries are pelvic 
pain and tenderness, dysmenorrhea, sterility and general nervous 
phenomena. Of these symptoms pain is of constant occurrence but 
is not constant in character or location. Too much stress is not to be 
laid upon the complaint of pain and tenderness, for undoubtedly the 
explanation frequently lies in the presence of associated lesions, or 
in an instability of the general nervous system.” 

The author believes that when the abdomen has been opened for 
the relief of other pelvic lesions, the ovaries should be resected, 
cauterized or removed; and in uncomplicated cases, “where local 
discomfort, which is the direct result of the lesion, justifies the 
sacrifice of the whole or part of the ovaries,” the same course should 


be adopted. 
HERBERT WILLIAMSON. 


Complications and Degenerations of Uterine Fibromyomata. 


McDonatp (Euuice). Albany Medical Annals, July, 1904. 
Vol. xxv., No. 7. 


Owinc to the systematic routine pathological examination of 
fibroid tumours the classical teaching with regard to the prognosis 
and treatment of these growths has been considerably upset, since 
the frequency with which degenerations and complications are 
present is much greater than was formerly believed. The importance 
of collating the results of these pathological éxaminations is at once 
apparent since the question of operative interference and the extent 
of the operation, must depend on the information derived from the 
combined clinical and pathological reports. Whilst in the removal of 
a benign tumour it is without doubt desirable that the patient should 
suffer as little mutilation as possible, still the operation must be 
one which offers the least danger and at the same time takes into 
consideration the various attendant complications. For instance, it 
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is customary at present, for most operators when performing 
hysterectomy to leave at any rate one ovary, in order to avoid 
the severe climacteric symptoms sometimes produced by complete 
oéphorectomy, and yet until we know from microscopical examination 
of ovaries the frequency of disease in these organs when complicated 
with myoma, this proceeding may be of doubtful advantage. 

Bearing these facts in mind, Dr. McDonald has collected the 
varied statistics published dealing with this subject, 788 cases in 
all, and to these he has added 280 cases representing all the myomata 
that were removed at the Albany General Hospital during the last 
seven years, and 26 cases in which they were found at autopsy, 
in all 1,068. 

The author having discussed the various complications and 
degenerations found in his own series of cases, comes to the following 
conclusions : — 

_ 1. Fibroids which are producing symptoms, and all fibroids 
except those designated as small (especially when subserous or intra- 
mural), should be removed, because the risk to the patient from 
operation is far less than that from the tumours themselves. 

2. In view of the sarcomatous changes, carcinomatous associations 
and complications of uterine fibro-myomata, early removal is 
indicated when they are of sufficient size to produce symptoms. 
Small uncomplicated tumours not producing symptoms do not require 
early treatment. 

3. Thorough pathological examination should be made of all 
fibroids for evidence of malignancy. Particular study should be 
devoted to those tumours which are necrotic, cystic or both, as 
among these are found the largest proportion of malignant changes. 

For the purpose of classifying the degenerations the author has 
taken the series of Martin, 205; Noble, 258; Cullingworth, 100; 
Scharlieb, 100; Frederick, 125; and his own 280 cases. There is 
some slight difference in the classifications of the five writers, but 
by taking certain liberties with their tables the author is able to 


summarise the degenerations as follows :—- 


DEGENERATIONS. 


Slight hyaline 

Moderate hyaline 

Marked hyaline 

Hyaline and calcareous 
Calcareous 

Calcareous, necrotic, hemorrhagic 
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Myxomatous 

Hemorrhagic 

Necrotic 

Adeno-myoma 

Associated with carcinoma of body 
Associated with carcinoma of cervix ..................04. 17 
Sarcoma 

Deciduoma malignum 
Telangiectasis 

Fatty degeneration 

Associated syncytioma 


The case of chorionepithelioma reported by the author is, so far 
as is known, the first authentic instance of the coincidence of this 
disease with fibroids. 


CoMPLICATIONS. 


As Martin did not estimate his complications his 205 cases have 
to be omitted, which leaves 881 cases available for the summary of 
the complications noticed as follows : — 


Ovarian cysts 

Parovarian cysts 

Cystic degeneration of ovaries 

Tubo-ovarian cyst 

Calcification of ovary 

Ovarian fibroma 

Ovarian carcinoma 

Salpingitis 

Salpingitis and hydrosalpinx 

Salpingitis and tubo-ovarian abscesses .................. 
Pyosalpinx 

Pyosalpinx and tubo-ovarian abscesses ...............068 
Extra-uterine pregnancy 

Hydrosalpinx 

Hydrosalpinx and tubo-ovarian abscess 

Dermoid cyst 

Appendicitis 

Hematosalpinx 

Ovarian abscess 


Dilated ureters and hydronephrosis 
Dilated ureter, hydronephrosis and pyelitis 


Comyns BERKELEY. 
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An Unusual Accident to a Fibroid Tumour of the Uterus 
Complicating Pregnancy. 


Wamitton. Austral. Medical Gazette, April 20, 1904. 


Tue author records a very rare case in which he was called to a 
woman after labour in whose uterus the presence of two subperitoneal 
myomata had already been diagnosed. Dr. Scott had delivered the 
child and placenta without difficulty, but some twenty hours after- 
wards he was sent for in a hurry on account of the sudden collapse 
of the patient. He diagnosed intra-peritoneal hemorrhage, and sent 
for Dr. Hamilton. The patient was blanched and restless, the 
abdomen was tympanitic and an area of dulness had rapidly formed 
in the right flank. Abdominal section was performed, and on the 
peritoneal cavity being opened a large quantity of blood escaped. In 
searching for the source of this bleeding a ruptured vein of large size 
was found on the surface of one of the subperitoneal myomata from 
which blood was freely escaping. Both myomata were rapidly 
enucleated and the beds from which they came were sutured up. The 
peritoneum was freed of blood and flooded with hot saline solution, 
and the wound in the parietes was closed. On examination of the 
specimens it was found that a piece of omentum had become adherent 
to the capsule of one of the tumours. Uterine contraction had 
probably separated this omental attachment and opened the vein, 
with the results reported. The patient made a good recovery. It 
was mentioned that no less than six members of this patient’s family 
had suffered from myomatous tumours in the uterus. 


W. F. Victor Bonney. 


Contribution to the study of Primary Uterine Congestion in 
Neuro-Arthritic Patients. 


Prerra (L. M.). La Gynécologie, June, 1904. 


Uverrne congestion may be the result of passive circulatory disturb- 
ances due to enfeeblement of the cardiac impulse, or obstruction to 
venous return in retroflexion, varicose pelvic veins, ete. ‘This 
congestion is secondary. Primary congestion is quite a different 
matter. Apart from deviations and tumours, most authors deny the 
existence of affections of the uterus other than inflammatory. 
Siredey, Doléris, and Richelot have attempted recently to restore 
uterine congestion to its proper position in gynecology. Congestion 
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is not metritis, although it predisposes to the infection which lies at 
the root of metritis. But it itself is no more metritis than pulmonary 
congestion is pneumonia. Pierra describes 12 cases, and analyses 
and discusses the symptoms and causes, and the effects of treatment. 
The most important point to be taken into consideration before 
making a diagnosis of uterine congestion rather than of metritis is 
the absence of infection. Uterine congestion may occur, though 
only rarely, in virgins. It is seen almost solely in women of the 
neuro-arthritic type. This fact was recognised by the old French 
gynecologists who described “gouty leucorrhea,’ “ arthritic 
metritis”’ and ‘ gouty metrorrhagia.” The manifestations of the 
neuro-arthritic diathesis which Pierra found in his patients were 
articular affections, migraine, neuralgia, flushings, vertigo, 
dyspepsia, dilatation of the stomach, eczema, urticaria, hepatic and 
renal colic, obesity, varicose veins, hemorrhoids, constipation, 
and a markedly nervous condition, sometimes neurasthenia, 
almost always irritability. These symptoms showed that the patients 
belonged to the great family of neuro-arthritics. Arthritism 
causes uterine just as it does pulmonary, hepatic, and renal 
congestion. It is a dystrophy, a condition of disordered nutrition, 
with nervous and circulatory erethism and a tendency to congestion. 
Constipation is an occasional cause of the congestion. Sometimes, 
again, the congestion must be looked on as une maladie d’évolution, 
at puberty and the menopause. The uterus is always swollen, much 
softer than the fibroid uterus, and the cavity is dilated. In some 
cases the sound may enter 4 to 4} inches. The cervix exhibits nothing 
abnormal. Hemorrhage is the most marked symptom, accompanied 
by pain of neuralgic character and a glandular catarrh with simple 
exaggeration of the normal mucous secretion. The condition is 
distinguished from fibroids by the regularity of the enlargement and 
the softness of the uterus, from metritis by the healthy condition of 
the cervix, the absence of fever and the non-purulent character of the 
secretion. 

Treatment. Rest in bed is bad treatment for uterine congestion, 
as it may cause hypostatic edema of the uterus just as it causes 
hypotastic edema of the lungs in congestion of those organs. 
Vaginal injections and cauterisations are contraindicated. Glycerine 
tampons may do good. Curetting is worse than useless. The diathesis 
must be treated. The patient must avoid alcohol, coffee, and tonics, 
especially iron. A diet of milk and vegetables is best. Fresh air, 
exercise, massage and gymnastics are indicated. Hydrotherapy is 
the best treatment. As regards local treatment Pierra advises slow 
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dilatation of the cervix with permanent drainage of the cavity by an 
aluminium stem, or rubber or fenestrated metal tube. ‘‘ Columnisa- 
tion,” 2.e., careful packing of the vagina 3 or 4 times in each 
intermenstrual period, the pack remaining in 24—48 hours, is also 
advised. As a final resource hysterectomy has occasionally to be 


performed when the bleeding persists. 
Henry RvusseELt ANDREWS. 


Retroperitoneal Sarcoma. 


SreELE (Durron). The American Journal of the Medical Sciences, 
June, 1904. Vol. exxvii. Bd. 6. No. 387. 


Srvce March, 1900, when the author published in this journal a paper 
dealing with 61 cases of retroperitoneal sarcoma he has collected 35 
more cases, three of these coming under his own observation, which 
makes a total of 96 cases. Twenty-nine of these were operated 
on, 18 died and 11 were living two months after the operation. In 
discussing these cases Dr. Steele is led to the following conclusions : — 

Frequency. The disease is not so very uncommon, and during 
the last few years, owing to better diagnosis, a relatively larger number 
have been reported. 

Etiology. The disease is more frequent in the Ist, 4th, 5th, and 
6th decades; 53 per cent. occurred between the ages of 30 and 60. 
Sex is not a predisposing cause; 46 cases were females. In 4 cases 
there seemed to be a direct relation between an abdominal injury and 
the development of the tumour. 

Course. The tumour grows very quietly. 

Position and Morbid Anatomy. In the majority of cases it occurs 
in the lumbar region, and the right side is affected in 66°6 per cent. 
In 63 it was in the pelvis, and it is always single. It is usually 
lobulated, encapsulated and is hard and firm in the earlier stages, but 
is very prone to degeneration, especially of a hemorrhagic nature, but 
it may be puriform or myxomatous. In a third of the cases the 
growth was cystic. 

Metastasis occurred in one-third of the cases, and the secondary 
growths are most often found in the liver and lungs. In many cases 
the new growth involves the intestines and in five cases a cystie 
tumour ruptured into the stomach or peritoneal cavity. 

Symptoms and Diagnosis. The only characteristic sign is the 
tendency to early degeneration. The remaining signs and symptoms 
depend chiefly on the environment of the tumour. The determination 
of the position of the stomach and colon will in most cases decide 
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whether or not the tumour is retroperitoneal; and when this has been 
done the diagnosis is narrowed down to tumours of the kidney, 
adrenals or accessory adrenals, pancreatic cysts, and aneurysms. 

An exploratory incision is the only means of determining the 
origin of solid malignant tumours of the retroperitoneal space, and 
surgical interference is the only means of prolonging the patient’s 
life. 

Prognosis. Distinctly unfavourable from the lack of characteristic 
signs and symptoms in the early stages of the growth of the tumour. 
An early diagnosis is imperative if any benefit is to be derived from 
surgical interference, hence it is important to include retroperitoneal 
sarcoma in the list of possibilities in the examination of cases with 
indefinite disturbance of digestion and loss of weight, especially if 
there are signs of pressure upon any of the structures included in the 
retroperitoneal space. A bibliography of 91 cases is included. 


Comyns BERKELEY. 


Complications arising from Freeing the Ureters in the more 
Radical Operations for Carcinoma Cervicis Uteri, with special 
reference to post-operative Ureteral Necrosis. 


Sampson (Joun A.). Johns Hopkins Hospital Bulletin, April, 1904. 


THE most serious complication which has been associated with the 
advance of the operative treatment of carcinoma of the cervix has 
been that of injury to the ureter. 

At the Johns Hopkins Hospital between August, 1889, and 
January 1, 1904, there have been 31 instances of accidental injury 
to the ureter, one of which occurred in a minor operation when the 
ureter was ligatured during the repair of a vesico-vaginal fistula. 
In 156 hysterectomies for cancer of the cervix, the ureter was 
injured 19 times,, or 12°1 per cent. The injuries included ligating, 
clamping, cutting, and interfering with the blood supply with a 
resulting utero-vaginal fistula due to necrosis of the ureter. Some of 
the injuries were recognised at the time and dealt with, others were 
not. 

The object of Dr. Sampson’s paper is to consider the effect of 
freeing the lower ends of the ureters in these operations and whether 
or not it is justifiable, and if so how it should best be done, and in 
order to determine the above the author views the subject from the 
results of anatomical, experimental and clinical studies very fully 
and carefully, and comes to the following conclusions :— 
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1. The ureter passes through tissue which should be removed in 
every instance of hysterectomy for carcinoma of the cervix as shown 
by— 

(a) The large percentage of recurrences after hysterectomy for 

this disease. 

(6) The renal insufficiency resulting from compression of the 
ureters by the extension of the disease. 

(c) The accidental injury to the ureters in the operative treatment 
of the disease. 

(d) The proximity of the cervix to the ureters and the alterations 
in their respective relations under physiological, operative or 
pathological processes. 

(e) Kundrat observed that the parametrium was involved in 44 of 
80 operable cases. 

(f) A study of the parametrium in those cases in which the ureters 
have been resected shows that it takes but very little involve- 
ment by direct extension or metastases, for the growth to reach 
or extend beyond the ureters, and that the presence of the 
growth can be diagnosed only with the microscope. 

2. Isolation of the ureter with its sheath is very difficult, but the 

ureter can easily be shelled out if the sheath is split. 

3. As a result of freeing the ureter from its sheath partial or 
complete ureteral obstruction from kinking or imbedding of the ureter 
in adhesions may take place, and injury to the periureteral arterial 
plexus causing in some cases ureteral necrosis which may or may not 
give rise to extravasation of urine. 

4. Necrosis of the ureter apparently commences as a hemorrhagic 
infarct and the inner coats are the parts first affected. 

5. Rupture of the ureter may not occur because the necrosis was 
not extensive enough, or the ureter may become imbedded in 
adhesions which splint it and help to nourish the outer coat. The 
effect of necrosis is a stricture which may be temporary or permanent, 
or the necrosis may be so extensive as to cause complete occlusion of 
the ureter with loss of the kidney function. 

6. Rupture of the ureter may occur, which may become 
encapsulated, and if infected may lead to renal or pararenal infectious 
processes. When the urine finds an outlet through the vagina or 
abdominal incision a ureteral fistula is formed. 

7. Ureteral fistulae may heal spontaneously but probably always 
with stricture and frequently with renal infection, which may cause 
death. Frequently they persist over long periods, in some they close 
with occlusion of the ureter and a loss of function of the kidney. 
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8. Dissecting the ureter free from its sheath in these operations is 
attended with danger of interfering with the function of the ureter, 
and of causing ureteral necrosis, and should be avoided when possible, 
and if done, great care should be taken not to injure the periureteral 
arterial plexus. 


There are twenty-four good illustrations accompanying the paper. 
Comyns BERKELEY. 


Adrenalin in Gynzcological Practice. 
Peters. Zeits. fiir Gyniikol., 1904. No. 27. 


THE writer remarks that the use of adrenalin has received very little 
mention in gynecological literature. 

Cramer states that he has used the English preparation with 
favourable hemostatic results after curettage for’ inoperable 
carcinoma. In cases of cervical catarrh, and in one case 
of pruritus and caruncle of the urethra, the same writer reports 
favourably upon its use. Peters finds no difference in the use of 
Parke Davis’s preparation and that of Freund and Redlich, which 
they call renoform. He has employed these agents in strengths of 
1—2,000 and 1—3,000 in salt solution applied for two minutes to the 
cavity of the uterus, and in strength of 1—1,000 to 1—3,000 for 2—5 
minutes to the vulva as a corrosive. In the treatment of cervical 
and uterine catarrh after using a 30 per cent. solution of formalin, 
the employment of adrenalin has been found by Peters to produce a 
deeper penetration of the corrosive, by rendering the tissues more 
anemic. The number of applications of the corrosive is thereby 
lessened, and its action accelerated. Only twice had the writer noted 
recurrent hemorrhage after this intra-uterine therapy. In one case 
the bleeding lasted for a day and was followed by a watery mucous 
discharge. Adrenalin is the best agent to check hemorrhage before 
commencing the operation of atmocausis. 

Metrorrhagia is not a suitable test, but Rhodes and Scott met 
with success in using adrenalin for this type of hemorrhage after 
douching, curettage, ergotin, and liquor ferri had failed. A good 
result was obtained in chronic-gonorrheal urethritis, after 1 per 
cent. silver nitrate had failed. 

The author claims that the greatest use for adrenalin is in the 
treatment of vulvitis and pruritus. The more intense the 
inflammation, he says, the more rapid and certain the result, and he 
cites the details of two cases—both non-diabetic—in support of his 


statement. 
CuruHBert LOCKYER. 





Reports of Societies 


REPORTS OF SOCIETIES. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting, July 14th, 1904, Dr. H. Macnaucuron-Jonzs, Vice-President, in 
the Chair. 


Mr. CuristoPpHER Martin reported a case of the Removal of a Bone 
Crochet Needle, five inches long from the abdominal cavity. It had been 
employed by the patient, a widow, aged 48, to procure abortion under the 
delusion that she was pregnant, had perforated the uterus and found its 
way into the, left iliac fossa. It had caused little or no trouble, but the 
woman became alarmed, and had been brought to him a fortnight after 
the occurrence. She made a good recovery, but remained under the 
delusion that she would have to be confined and also have to be punished 
for her attempt. 

Mr. BowreMan JESsETT reported upon a case of Gangrene of the Leg 
after Abdominal Hysterectomy for the removal of a large Myoma, 
weighing 28°5lb. The patient, with the aid of saline solution, rallied from 
the operation, but within two hours complained of pain in the leg, which 
was discoloured and cold. Under treatment her general condition 
improved, but a line of demarcation showed itself just above the patella, 
and a fortnight after the hysterectomy Mr. Jessett amputated the leg at the 
junction of the upper and middle thirds. She bore the operation well, 
suffering very little from shock, but gradually lost ground and died on 
the fourth day after the operation. The abdominal wound was firmly 
healed, but there was some suppuration in the stump. There was a firm 
clot in the external iliac artery extending for about one inch downwards 
from its junction with the common iliac. There was extensive disease of 
the kidneys which had not been expected, as the urine tested before the first 
operation had contained only a mere trace of albumen. The gangrene had 
been dry throughout. 

In the discussion which followed Mr. Cuartes Ryautt, Dr. Herwoop 
Smitu, Dr. J. J. Macan, Mrs. Scuaruies, Dr. Rosperr Bett, Dr. 
MacNnavuGHTon-Jongs, jun., and the Cuamrman took part, the prevailing 
view being that owing to the pressure of the tumour upon the arteries in 
the pelvis, inflammation had led to the formation of a clot which had heen 


dislodged in the unavoidable manipulation during the removal of the 
tumour. 


The Chair having been taken by Dr. Herwoop Samira (Vice-President), 
Dr. MacnauGcuron-Jongs read a paper on Accessory FauLopran TuBEs 
AND THEIR RELATION TO Broap LigaMent Cysts anp HyprosaLpinx, support- 
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ing the views set forth by Doran, Kosmann, Handley, Wells, Shattock and 
Hamilton Bell, that neither broad ligament cysts nor accessory hydro- 
salpinx (sactoparasalpinx serosa) are derived from the Wolffian duct, but 
originate in the pronephric funnels of Miiller’s ducts. This view was 
illustrated by the projection of specimens with the epidiascope; the first 
showed cysts derived from the Fallopian tube or from diverticula of it; 
the fimbrize were absent, but were represented by two cysts. In a second 
specimen both the pedicle of the cyst and its wall were muscular, and it 
was lined with ciliated and columnar epithelium. In the third specimen 
there was a cyst in the free edge of the broad ligament with two flattened 
cysts attached, while between the ostium and the uterine end there were two 
small cysts and an accessory Fallopian tube. These cysts had not been 
examined microscopically, but when held up to a strong light, the tubal 
plicee could be seen through the cyst wall. Dr. Handley, who had 
examined the specimens, considered the second to be undoubtedly an 
accessory Fallopian tube, and the cysts in the third to be abnormal 
representatives of the pronephric funnels. 

Dr. Jervors Aarons showed a new Uterine Mop he had had made to 
obviate the difficulty of removing the cotton wool from Playfair’s probe 
after use. It consisted of a cap woven in absorbent material and fitting 
on to a sound, the end of which was of plated copper flexible enough to be 
bent to any desirable curve. Other specimens were exhibited—by Mr. 
CHRISTOPHER Martin, two specimens of arrested development of the uterus ; 
by Mr. BowreMan JEssetTT, a myomatous uterus with sub-mucous, interstitial 
and subserous growths; and by Dr. Macnaucuton-Jongs, adnexal sections 
(with the epidiascope), and adnexal tumours bearing on the question of 
hysterectomy. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Meeting held at Leeds, May 20th, 1904, Dr. W. J. Stncuatr, President, 
an the Chair. 
The following specimens were shown :— 
Dr. R. Fave. (Sheffield): Vesical calculus: Hydrosalpinx. 
Dr. E. O. Crorr (Leeds): Ovarian cyst with twisted pedicle. 
Dr. C. J. Wrieut (Leeds): Tuberculosis of cervix uteri. 
Mr. Water Tuompson (Leeds): Epithelioma of cervix uteri. 


Dr. T. B. Grispate (Liverpool) read notes of a case of Salpingo- 
odphoritis treated by operation, which was followed by the disappearance 
of exophthalmic goitre. The patient, aged 31, suffered from Graves’ 
disease and had, in addition, great pelvic pain with severe dysmenorrhea. 
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Dr. Grimsdale was disinclined to operate in view of the general state of 
health, but the pain was so severe that, two years ago, he finally opened 
the abdomen and removed both sets of appendages. When seen a year 
later, the patient said she was quite well, exophthalmos and palpitation 
had disappeared, and the enlargement of the thyroid could scarcely be 
made out. In December, 1903, there was a large goitre, but no 
exophthalmos and no rapid action of the heart. The patient declared she 
was well: she had not menstruated since the operation, and had not 
suffered from any climacteric symptoms. Discussing the case, Dr. 
Grimsdale asked whether the operation had had anything to do with the 
improvement in the symptoms of Graves’ disease? The patient had had 
exacerbations and remissions before, but she had not had so complete or 
so long a remission on any previous occasion. It was suggested that the 
ovaries might exert some influence upon thyroid activity, and several 
reasons were adduced in support of this hypothesis. 

Dr. ArNoLp LEA (Manchester) read a paper on Ovarian Tumours Com- 
plicatng Pregnancy and Labour,* with notes of seven cases. Of the 7 
cases, 4 were operated upon during pregnancy. Four of the tumours were 
dermoids, the comparative frequency of which, it was pointed out, was due 
to their small size and slow rate of growth, which led to their escaping 
notice until the occurrence of pregnancy or some accident, brought them 
into prominence. After referring to the liability to torsion and rupture, 
Dr. Lea said that in each of the 4 cases treated during pregnancy, some 
complication of the kind had occurred. In three of these cases 
laparotomy was performed. The fourth case was one in which the pelvis 
was occupied by a cyst which prevented engagement of the head: it was 
fixed and gave a “boggy” sensation to the finger. The patient had 
advanced 84 months in pregnancy, and was extremely ill. Posterior 
vaginal section was performed, and the necrotic adherent wall of the cyst 
(which had ruptured) was removed in fragments. Labour came on 24 
hours later, and both mother and child did well. Three cases of ovarian 
tumours causing difficulty in labour or the puerperium were related. An 
“ instance of the former was a case in which the progress of the 
head was arrested by a cystic swelling. This was punctured per rectum 
and delivery completed by forceps. Three months later the tumour had 
refilled, and reached to the umbilicus. A parovarian cyst was removed 
by laparotomy. Another case illustrated the danger of overlooking a 
small ovarian tumour during the puerperium. The patient, et. 32, was 
delivered of her first child with forceps in 1899. Four days later there 
were severe symptoms of puerperal infection. Fifteen days after delivery 
Dr. Lea performed posterior vaginal section and evacuated a large intra- 
peritoneal collection of pus. This was followed by a rapid and complete 
recovery. Five years later a living child was born naturally, and three days 
afterwards all the symptoms of acute puerperal infection were again 


*Vide p. 132. 








} 


— 











184 Journal of Obstetrics and Gynecology 


developed. On the &th day Dr. Lea saw her, and found a tumour the size of a 
large orange, partially fixed, in Douglas’ pouch. The uterus was small and 
well involuted. A dermoid cyst of the left ovary was removed by posterior 
vaginal section. Immediate cessation of pyrexia and all severe symptoms 
showed conclusively that the cyst was the focus of infection. It is almost 
certain that the tumour was the cause of the attack of peritonitis five years 
previously, although it was not discovered then owing to the large 
collection of pus in the pelvis. 

Dr. J. B. Heirer (Leeds) had met with 3 cases of such tumours com- 
plicating pregnancy in the space of 5 years. Two were operated upon at 
the fourth month and did well: the operation in the third case was done 
at the sixth month, and two months later the patient was delivered of a 
dead foetus. Its development corresponded only to the sixth month, so 
Dr. Hellier was inclined to think that it must have died at the time of 
operation. 

Dr. T. B. GrimspaLe (Liverpool) remarked that his experience did not 
allow him to admit that dermoids were usually the kind of tumour found 
in connection with pregnancy and labour. He was opposed to mere 
pushing the tumour out of the pelvis, considering that operation was 
almost certain to be required later, on account of rupture or suppuration. 

Dr. E. O. Crorr (Leeds) thought that the avoidance of post-operative 
abortion or labour depended largely on the method used in dealing with 
the pedicle. 

Dr. C. J. Wricur (Leeds) referred to instances in his experience of 
sudden death during the puerperium and of suppuration after labour. 

The Presipent considered that tapping per vagimam was a very 
dangerous proceeding, and he had known of disastrous consequences after 
vaginal ovariotomy. 

Drs. J. W. Martin (Sheffield) and A. J. Watiace (Liverpool) having 
spoken, Dr. Lea replied. 
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Notgs on tHE Composition oF ScientiFic Papers. By T. Clifford Allbutt, 
M.A., M.D., LL.D., etc., Regius Professor of Physick in the 
University of Cambridge. London and New York: Macmillan and 
Co., 1904. 


This short volume by the distinguished Regius Professor of Physick at 
Cambridge is a most timely and weighty protest against the prevailing 
slovenliness of scientific writings. Owing to his position the author is 
mainly concerned with medical writings, especially with those belonging 
to the class of theses and essays. His subject is one which intimately 
concerns not only the literary producer himself, but to an equal degree the 
literary middleman and distributor, whose duty it is to launch the finished 
product upon its career of usefulness. The medical reader is not the chief 
sufferer from careless and uneducated writing; the brunt of the evil is 
frequently borne by the editorial middleman, who wrestles with 
grammatical errors, barbarous relations, and involved constructions in the 
endeavour, sometimes vain, to pass on the author’s meaning. This task at 
times involves considerably more labour than that conceivably expended 
by the author himself upon his paper; indeed the waking nightmare of 
an editor’s days is dread of the literary sloven and bungler, who 
sometimes discloses himself as occupying a position of authority in 
the medical world. There are writers who, having something of value to 
say, involve themselves unconsciously in a verbal labyrinth so complex and 
bewildering, that only partial lucidity can be evolved by the sweat 
of the conscientious editor’s aching brow. If it could be ordained that 
every contributor to, let us say this Journal, should pass a searching 
examination upon Prof. Allbutt’s volume before sending in his communica- 
tions, we conceive that the editor’s life might then be a happier one. 

With Professor Clifford Allbutt’s point of view we agree in the main. 
But in pleading for more attention to literary style, we must bear in 
mind that medical writing at the present time is largely in the hands of 
men to whom writing is not the chief business of life. The medical author 
is not to be fairly compared with the literary essayist, the novelist or even 
the newspaper-man. Whether in the study-chair or on the office-stool, these 
men are specialists in the art of writing for their own particular public ; 
to write is their métier. Now the medical writer is a man whose main 


business in life lies in teaching, or in investigating, or in practising the 
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arts of medicine and surgery. Writing is a by-product of his labours, 
and he can neither devote the best of his time, nor bring the freshest 
of his mind, to the task. He must therefore be forgiven much, but the 
degree of indulgence which he requires sometimes entirely outweighs the 
actual value of what he has to say, and no one can contend that 
Prof. Clifford Allbutt’s call for greater literary accuracy is not timely 
and necessary. 

No adequate impression of the scope of the book can be given in a 
review, but it may be intimated that the author’s method is to consider the 
more common errors of composition and to illustrate them from medical 
writings which have come under his notice. A few examples may be set 
down here in the hope that they will whet the reader’s appetite for more. 
Speaking of the misuse of pronouns, the following “ record” example from 
a Cambridge thesis is given:—‘ Then / should advise putting your feet 
into hot water, when he will feel a gentle perspiration breaking out, and 
next morning one will feel the cold passing off.” Such an entanglement 
as this is no doubt rarely achieved by the most fluent writer, but a change 
of pronoun in a narrative sentence is one of the commonest blunders met 
with in medical writings. No pronoun is more abused than the relative 
pronoun, and the author quotes as a well-known example the following :— 
“No one had yet demonstrated the structure of the human kidneys, 
Vesalius having examined them only in dogs.” False concords result from 
carelessness and are inexcusable, but the use of an alien preposition with 
a verb is a more subtle error well instanced by Prof. Allbutt in the 
phrase, “ This addition can be applied and connected with the instrument ” 
(applied with /). 

The construction of sentences and paragraphs needs both skill and 
experience. Too many writers nowadays escape the task altogether by 
making every clause a sentence, and almost every sentence a 
paragraph. This method, as our author well says, produces the effect 
upon the reader of a continuous tattoo. We think that excellent as are 
the examples of the “tattoo” style given in the book, we can improve upon 
them by the following paragraph taken almost at random from a well- 
known and much admired text-book :—“ There is usually wasting but not 
great emaciation. There may be fever, but a normal temperature does 
not exclude suppuration. This I have repeatedly found. It has been 
emphasised by Cullingworth. If the tubes on both sides are closed there 
is sterility.” Motley sentences such as “Mrs. Potts left the house in a 


, 


flood of tears and a sedan-chair,” are sometimes rivalled unconsciously by 
medical writers; the following gem is quoted by Allbutt from a 
Cambridge thesis :—“ Its breathing was rapid and its temperature 103°, 
and its mother said it was frightened by a rat.” 

A good deal of space is devoted to a consideration of the order of words, 
and here we think that some of the demands made by the author, while 
fair enough in themselves, indicate a standard of elegance to which the 
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average medical writer cannot reasonably be expected to attain. It is 
no doubt perfectly true that when an author writes “ All secretions are not 
arrested by opium,” he really means that “‘ Not all secretions are arrested 
by opium ;” yet he has made his meaning clear to all his readers, and 
clearness of meaning goes far to atone for inelegancies of style. With 
Prof. Allbutt’s remarks upon the meagre vocabulary of so many writers 
we are in entire agreement ; nothing makes for dulness so much as lack of 
variety in expression, and the hackneyed uses to which certain words such 
as “theory,” “marked,” “localised” are put by so many writers makes 
the reading of their productions a real weariness to the flesh. Lastly, the 
long list of misused words given by the author deserves careful study, and 
here probably we all must cry peccavi/to our mentor. Who has not written 
something like this: “ He developed a cavity in the lung”? yet the misuse 
of the word develop is clear enough, and the meaning would be much more 
accurately conveyed by the phrase “A cavity manifested itself in the 
” The process is not of the nature of development, but of demolition. 

We must not multiply instances, but we trust that enough has been set 
out to awaken interest in Prof. Allbutt’s valuable little book. The most 
grateful thanks of all literary dabblers—and doctors are seldom anything 
more than this—is due to the author for his effort to hold up the mirror 
of criticism to our decadent literary habits, and in so doing to show us 
something of their ugliness and ineffectiveness. No one but a maa of 
Prof. Allbutt’s culture could have helped us as he has done; and only to one 
who has known both the hurly-burly of life and the learned leisure of a 
Cambridge Professorship, could it have been possible to show us our faults 
with an understanding of the disadvantages under which busy practical 
men labour, when they essay to enter the field of literature. 


lung. 


OBSTETRIC AND GyNECoLOGIc Nurstnc. By Edward P. Davis, A.M., M.D., 
Professor of Obstetrics in the Jefferson Medical College, Phila- 
delphia, and in the Philadelphia Polyclinic; Obstetrician to the 
Jefferson and Polyclinic Hospitals; Obstetrician and Gynecologist 
to the Philadelphia Hospital. Second edition. Philadelphia, New 
York, London: W. B. Saunders and Co. 


As indicated by its title, this book is divided into two parts. The first 
gives an account of the duties of the monthly nurse in regard to the lying- 
in patient and the child, whilst the second describes the nurse’s duties in 
attending on gynecological cases from their preparation for examination 
and operation to their discharge from the care of the surgeon. 

The obstetric chapters do not deal with the theory of the subject, nor 
with the management. of normal cases, as the book is not intended for the 
use of midwives. Tho modern ideas with regard to asepsis in the lying-in 
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room are kept well in the foreground, the instructions as to the prepara- 
tion of dressings, of the arrangement of the bed and of the clothing of the 
patient especially calling for commendation. The fact that the book is 
professedly written for those who are not supposed to make vaginal 
examinations is, however, no excuse for such a mis-statement as occurs on 
p. 49, that “the rupture of the membranes marks the end of the first and 
the beginning of the second stage of labour.” 

The account of the care and feeding of the infant is well done, and is not 
overloaded with figures and percentages and milk prescriptions, as is so 
common nowadays, especially in American text-books. The instructions as to 
the bringing up of premature and weakly infants is practical and common- 
sense, and the home-made incubator, arranged out of a clothes basket and 
blankets, appears to be an improvement on the apparatus, for which it is 
meant as a substitute. 

The author defines gynecological cases as those in which the disease of 
the pelvic organs does not arise from pregnancy, parturition, or the 
puerperal state. This is surely rather too narrow a definition, as it 
excludes the majority of the inflammatory diseases of the uterus and its 
appendages. However, that is a point of purely academic interest, for 
the second part of the book affords little opportunity for criticism; it 
contains most of the things which a nurse ought to know, so far as they 
can be learnt from a book. The suggestions as to the preparations for 
operations in private houses are excellent, and so is the account of the 
nurse’s duties in the after care of her patient. 

Except for a few minor points, in which the American practice differs 
from ours, the book is one which is sure to be of great value to all nurses 
engaged in this class of work, and may be strongly recommended to the 
notice of those who wish to know of a book of the kind. 











BeITRAGE zuR ANATOMIE DER TUBENSCHWANGERSCHAFT. Von Dr. Fritz 
Kermauner, Assistant an der Universitats-Frauenklinik zu Heidel- 
Berlin: S. Karger, 1904. 















berg. 








This monograph, of 137 pages with 44 illustrations, is based on 40 
cases of tubal pregnancy. The author gives a detailed account of the 
naked eye and microscopical appearances of his own specimens and 
compares the results of his researches with those of others. He finds that 
abortion, as one would expect, is more common when the ovum is implanted 
some distance from the uterus, and that rupture is more common when the 
site of implantation is close to the uterus. As regards the clinical history 
a point worthy of note is that in 18 cases out of 32 there was no period of 
amenorrhwa, The author is convinced that in some cases a certain amount 
of blood may escape from the tube into the uterus, although he admits that 
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severe bleeding always comes from the endometrium. In some of his 
specimens the presence of muscle in the capsularis could be proved with 
certainty. In only 6 out of 41 cases, some of which were advanced, did he 
find undoubted decidual changes in the tubal mucous membrane. He 
thinks that it is not absolutely proved that a uterine decidua is always 
formed in tubal pregnancy. He is unable to solve the question of the 
etiology. Although it does not contain much that is new, this monograph 
is well worth reading, as it confirms most of the work that has been done 
on the subject of tubal pregnancy in the last few years. 


ScraicaL Diseases OF THE ABDOMEN. By Richard Douglas, M.D. 
London: Rebman, Limited, 1904. 


This imposing volume really consists of a series of short monographs 
on subjects relating to surgical diseases of the abdomen. It is at first 
somewhat difficult to see for what class of practitioner such a book is 
intended. It is obviously too large in its scope for the student preparing 
for ordinary pass examinations, and few of the subjects treated with 
such detail come into the daily round of work of the general practitioner. 
It will probably find a use with students preparing for the higher examina- 
tions or with men serving their apprenticeship in abdominal surgery with a 
view to subsequent specialisation. The book is handsomely got up, and for 
the bulk of the matter contained therein we have nothing but approbation. 
Special stress is laid upon the diagnosis of the various pathological 
conditions met with in the abdomen, and these parts of the book are written 
with considerable minuteness. The author deliberately does not discuss 
the technique of the operative measures which he recommends, stating in 
the preface that such is opposed to the purpose of the work, the object of 
which is primarily to lay down a comprehensive study of abdominal 
disease from the diagnostic standpoint. In this we think that he succeeds 
admirably. 

A close perusal of the sections shows that the work largely consists of 
an epitome of the published views of various authorities, the author himself 
having been content to take up the more modest position of a critical 


reviewer rather than dogmatising from his own experience. 


Drz CoLOSTRUMBILDUNG ALS PHuyrstoLoGiscHEs ANALOGON zu ENntTzUNvvuNGs- 
VoRGANGEN. By Hans Bab. Pp. 98. Berlin: August Hirschwald, 
1904. 


To those who wish to know all about colostrum and colostrum formation 
ve recommend the study of this monograph. Commencing with the 
mechanical theory of the formation of milk, described by Hippocrates in 
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the year 400 B.c., the author passes in review the work of the numerous 
writers who have contributed something towards the elucidation of this 
very complex subject. The older physiologists, who believed that “the 
milk was nothing else than chyle,’ would be somewhat staggered could 
they be confronted with the elaborate processes of cell metamorphosis, 
emigration of leucocytes, and phagocytosis, which are described by Dr. Bab, 
and which lead him to state his thesis that the colostrum formation is a 
physiological analogue to the pathological process of inflammation—the 
analogy holding good in all particulars, and in the most minute details. 
The process of colostrum formation can, he says, be imitated experimentally 
by injecting milk into the peritoneal cavity, and the colostrum corpuscles 
thus formed cannot be distinguished from those of an active mammary 
gland. In the first days of the puerperium the secretion of colostrum 
is specially adapted to the needs of the new-born infant, and chemically 
it contains more fat than is present in the milk secreted later. 

In this work the reader will find a very full account of the marvellous 
function of elaboration and synthesis exercised by the mammary gland, 
whereby the specific constituents of the milk are formed. Dr. Bab has 
made a valuable original contribution to the elucidation of a difficult 
subject, and as such it should be appreciated by the physiologist and 
pathologist, and to a lesser degree by the scientific obstetrician also. 








